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1  One year projects earmarked by the Congress in FY 2001 are not continued in FY 2002.

2  Similar to other agencies of the Department of Health and Human Services, funds will be
directly appropriated to SAMHSA from the Secretary’s PHS one percent evaluation fund to carry
out national data activities important for program evaluation.

Substance Abuse and Mental Health Services Administration

Appropriation Language 

For carrying out titles V and XIX of the Public Health Service Act with respect to substance abuse

and mental health services, the Protection and Advocacy for Mentally Ill Individuals Act of 1986, and

section 301 of the Public Health Service Act with respect to program management,  [$2,958,001,000]

$3,029,456,000 [of which $24,605,000 shall be available for the projects and in the amounts specified

in the statement of the managers on the conference report accompanying this Act.]1 Provided, That

in addition to amounts provided herein, $29,000,000 shall be available under section 241 of the

Public Health Service Act, to carry out national data collection activities.2 (Departments of Labor,

Health and Human Services, and Education, and related Agencies  Appropriation Act, 2001, as

enacted by section 1(a)(1) of P.L. 106-554.)

  

Explanation of Language Changes
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Significant Items for the House, Senate, and Conference 
Appropriations Committee Reports

FY 2001 House Report No. 106-645

Item:  Minority Fellowship program -- The Committee recognizes the role that the Minority
Fellowship program plays in training mental health professionals to  provide services to individuals
who would otherwise go untreated and urges SAMHSA to enhance its efforts in this program
through its three Centers.  (Page 99)

Action Taken or to be Taken

In FY 2001, SAMHSA will provide an increase of $2 million for the Minority Fellowship Program.

Item:  CMHS and Justice collaboration --. . . . The Committee encourages SAMHSA to assist local
jurisdictions, in collaboration with States, to apply current knowledge about  effective interventions
to meet the needs of adults with serious mental illness who come in contact with the criminal justice
system.  CMHS is encouraged to work collaboratively with the Bureau of Justice Assistance at the
Department of Justice.  (Page 99)

Action Taken or to be Taken

SAMHSA is working with the Corrections Program Office within the Bureau of Justice Assistance
and is funding a portion of their re-entry program.  This program provides services to adults with
serious mental illness who are depart ing the justice system.

Item:  Suicide --. . . . The Committee urges CMHS to strengthen community-based organizat ions
and other entities that provide innovative and culturally sensitive treatment and prevention services
to address the issue of teen suicide through interventions and support services to those individuals
who are at risk.  (Page 99)

Action Taken or to be Taken

In FY 2000, CMHS awarded four Youth Suicide Cooperative Agreements to community based
organizations to promote the prevention of youth suicide.  The goals of these grants are to build
community-wide understanding of youth suicide, to build real and sustainable community-wide
collaborations to address this public health crisis, and to implement and sustain evidence-based youth
and family service programs.

Item:  Substance Abuse Services for the Homeless -- The Committee is concerned that Federal
resources may not be reaching hard-to-serve populat ions, like the homeless,  and therefore has
provided $10,000,000 to initiate grants to local non-profit and public entities for the purpose of
developing and expanding substance abuse services for the homeless.  (Page 101)
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Action Taken or to be Taken

In FY 2001, SAMHSA will support projects to help communities address drug and alcohol problems
among homeless individuals by providing effective interventions.  It is expected that 18-20 new
awards will be made with these funds. 

Item:  Substance Abuse Block Grant -- The Committee has modified bill language that was included
in the fiscal year 2000 appropriations bill to distribute the block grant funding to the States so that
no State’s funding is reduced below the fiscal year 2000 level.  (Page 101)

Action Taken or to be Taken

This direct ive has been implemented, and no State’s funding in FY 2001 was reduced below the
FY 2000 funding level. 
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Significant Items for the House, Senate, and Conference 
Appropriations Committee Reports

FY 2001 Senate Report No. 106-293

Item:  Targeted capacity expansion -- The Committee agrees with the President’s request to
establish new targeted capacity expansion line items in the areas of substance abuse prevention and
treatment. (Page 184)

Action Taken or to be Taken

Targeted Capacity Expansion grants will be awarded to municipal, county, State and tribal
governments to provide prevention services and help close the gap in treatment for emerging
substance abuse problems.  These programs are intended to ensure that individuals with substance
abuse problems can access services employing the best practices proven to be effective.

Item:  Substance abuse in rural and native communities -- The Committee remains concerned by
the disproportionate presence of substance abuse in rural and native communities, particularly for
American Indian, Alaska Native, and native Hawaiian communities.  The Committee reiterates its
belief that funds for prevention and treatment programs should be targeted to those persons and
communities most in need of service.  Therefore, the Committee has provided sufficient funds to fund
projects to increase knowledge about effective ways to deliver services to rural and native
communities.  Within the funds reserved for rural programs, the Committee intends that $8,000,000
be reserved for CSAP grants, and $12,000,000 be reserved for CSAT grants. (Page 184)

Action Taken or to be Taken

CSAP has earmarked $8.0 million in funds to support substance abuse prevention efforts in rural and
native communities.  These funds supported both new and continuing efforts in FY 2000.  These
programs will be continued in FY 2001.

In FY 2000, CSAT provided approximately $21.5 million in funds to increase knowledge about
effective ways to deliver services to rural and native communities.  It is expected that those programs
will continue in FY 2001 and that additional efforts will be initiated to increase knowledge about
effective ways to deliver services to rural and native communities.  For example, CSAT plans to fund
American Indian/Native Alaskan planning grants targeted toward those communities and tribes where
the need for drug abuse treatment exists, but where no treatment available.  It is expected that $1
million will fund 8-10 planning grants in FY 2001.   

Item:  Service Delivery -- The Committee notes that Alaska has the highest rate of alcohol
dependency in the Nation, the highest rate of suicide, and the highest rate of child abuse, especially
in Native communities in Alaska.  The Committee urges the agency to work with the Alaska
Federation of Natives in consultation with the State of Alaska to identify the most effective service
delivery practices and develop model programs for implementation in the Alaska Native community.
(Page 185)
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Action Taken or to be Taken

In FY 2000, SAMHSA (CSAT, CSAP) partnered with the State of Alaska to develop prevent ion and
treatment strategies to reduce the number of children affected by Fetal Alcohol Syndrome.  In       FY
1999, SAMHSA (CSAT, CMHS) partnered with the State of Alaska on the Anchorage Comorbidity
Services project which is designed to develop, implement and evaluate a comprehensive, seamless
system of care for persons with co-occurring substance abuse and mental health disorders.  Both of
these programs, as well as others providing services within the State of Alaska, will continue in FY
2001 in order to identify and implement model programs in the Alaska Native community.  SAMHSA
(CSAT) also plans to award new funds to the Alaska Federation of Natives to identify best substance
abuse treatment practices.

Item:  School Violence -- The Committee has included funding for mental health counselors for
school-age children, as part of an effort to reduce school violence.  The Committee intends that
$90,000,000 be used for counseling services for school-age youth.  (Page 185)

Action Taken or to be Taken

In FY 2001, CMHS will continue the Safe Schools/Healthy Students Program.  This  unprecedented
violence prevention collaborat ive effort started in FY 1999 is a major component of CMHS’ youth
violence prevention effort.   This program supports: (1) screening and assessment in the school
setting; (2) appropriate, scientifically-tested school-based mental health prevention and early
intervention services for at-risk children; and, (3) referral and follow-up with local public mental
health agencies for school age youth when indicated, consistent with the written agreement between
the schools and the local public mental health organizat ion. Treatment activities address the hiring
of providers, e.g., school psychologists, and the specific preventive and treatment interventions these
providers will use, if necessary.

Item:  Interdisciplinary health professions training -- The Committee is pleased with the successful
collaboration between the Center for Mental Health Services and the Bureau of Health Professions
in HRSA to fund interdisciplinary health professions training projects, including training of behavioral
and mental health professionals, for practice in managed care/primary care settings and urges that this
joint effort be continued.  The Committee encourages both agencies to develop technical assistance
for use in health professions training programs for the purpose of enhancing primary care
interdisciplinary models of practice.  These efforts should be focused upon rural native populations
that are at-risk for the problems most encountered by these health professionals.  (Page 185-186)

Action Taken or to be Taken

The joint project of SAMHSA and HRSA’s Bureau of Health Professions on Managed Behavioral
Care and Primary Care has contracted with 4 professional associations.  “Training protocols” linking
training programs and primary health care facilities will be implemented.  The SAMHSA Program;
Aging, Mental/Health/Substance Abuse (MH/SA) & Primary Care has the active participation of
HRSA’s Bureau of Primary Health Care and has a training needs assessment to assure quality of
MH/SA services for older adults through primary care.  In FY 2001, best practices for integrated
systems and required training models, will be identified both for the training of behavioral health



14

professionals in primary care settings, and the training of primary care professionals in behavioral
disorders.

Item:  Safe Schools/Healthy Students initiative -- The Committee applauds the interagency
partnership to form the Safe Schools/Healthy Students initiative and encourages the Departments of
Health and Human Services, Justice, and Education to continue working together to develop
empirically-supported programs to prevent youth violence and to intervene with families, schools, and
communities where violence has already occurred.  (Page 186)

Action Taken or to be Taken

The Departments of Health and Human Services, Justice, and Education and now joined by the
Department of Labor for FY 2001 will continue their interagency partnership and will continue to
fund the empirically-supported programs to prevent youth violence and to intervene with families,
schools, and communities where violence has already occurred.  This interagency team is currently
working on a new grant announcement for FY 2001.

Item:  Concord Assabet Family and Adolescent Services -- The Committee is aware that Concord
Assabet Family and Adolescent  Services is committed to finding successful models that meet the
special education, vocational training, and mental health needs of youth who are making the transition
from institutional living arrangements to independent living.  Development of these models is a key
means of strengthening our communities by breaking the cycles of violence, poverty, and neglect
suffered by many youth with mental disabilities.  (Page 186)

Action Taken or to be Taken

In FY 2001, CMHS will award funds to Concord Assabet Family and Adolescent Services to be used
to find model transitional living programs for troubled youth.

Item:  Mental Health Intervention Programs -- The Committee is aware of the successful history
of early intervention programs, especially for those programs reaching preschool-aged children.  The
Committee commends the National Preschool Anger Management Project for its development of the
national “What Do You Do with the Mad that You Feel?” program, a 2\1/2\ hour workshop that
educates teachers, at all levels, on the emotional development of a child’s self-control.  The workshop
trains teachers on ways to support children's growth in basic skills of self-control and ways to
intervene and re-direct when children have lost control.  The Anger Management Project has
facilitated teachers to help children manage their frustration and anger, which ultimately prevents the
progression to violent acts.  The Committee understands that the National Preschool Anger
Management  Project plans to disseminate materials nationwide and conduct training programs in
communities in Pennsylvania, Illinois, Mississippi, Wisconsin, Ohio, Florida, Iowa, and
Massachusetts.  (Page 186)
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Action Taken or to be Taken

In FY 2001, CMHS has requested that  Family Communications, Inc. apply for a SAMHSA grant
to disseminate Pre-School Anger Management  training protocol intended to train day care providers
who work with pre-school children.

Item:  Mental health knowledge development and application -- The Committee is aware of the
Texas Medication Algorithm Project (TMAP) and the benefit it has demonstrated in improving the
quality of care for individuals who are prescribed psychiatric medications.  This disease management
program for people with serious mental illness synthesizes scientific and practitioner consensus into
a pract ical guideline for physicians.  Since many States have expressed interest in adopting the TMAP
program in their States, the Committee urges the Administration to explore ways to  support and
facilitate that process,  including the establishment of a technical assistance center on mental health
best practices that focuses on best practices development, implementation, and evaluation.  (Page
186)

Action Taken or to be Taken

The Center for Mental Health Services (CMHS) has supported the development of the Texas
Medication Algorithm Project and recognizes the effect that the Project has had on improving the
quality of patient care in the Texas public mental health system.  Currently, SAMHSA has a contract
with TMAP to support technical assistance on schizophrenia and depression algorithms in a minimum
of three States.  

Item:  Mental health knowledge development and application -- The Committee is aware of efforts
undertaken by the City of Lynn, Massachusetts to provide intensive counseling, evaluation,  and
investigation to children and adolescents who set fires, in recognition of the direct link that has been
established between fire sett ing and sexual, physical, and mental abuse.  The modest federal support
sought by the city would enable it to expand this collaborative program to the region and develop a
model for protecting both children and the communities.  (Page 186)

Action Taken or to be Taken

The community mental health center in Lynn, Massachusetts utilizes Mental Health Block Grant funds
to provide mental health services to children with serious emotional disturbances.  CMHS is currently
assessing their need for additional assistance.

Item:  Mental health knowledge development and application -- The Committee is concerned that
trauma system doctors and nurses are not prepared to help family members of trauma victims cope
with the shock of unexpected death or crit ical injury.  The Committee commends the American
Trauma Society for designing a training program in response to this need and believes that SAMHSA
should work with HRSA and the American Trauma Society to support the implementation of this
program.  (Page 187)
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Action Taken or to be Taken

In FY 2001, CMHS has requested the American Trauma Society to apply for a SAMHSA grant to
support the teaching and training of emergency personnel to help families cope with death, acute
injury, or acute illness.

Item:  Mental health knowledge development and application -- The Committee understands that
many families in rural areas are suffering emotional and psychological distress in the wake of the
recent farm crisis.  The Committee is aware that the Farm Partners Project plans to provide mental
health and stress management outreach programs for farmers in South Central Kentucky.  The
Committee also supports additional funding for Iowa State University Extension to develop a
program that will provide outreach, counseling services,  and training to mental health providers in
rural areas.  (Page 187)

Action Taken or to be Taken

In FY 2001, CMHS has requested the Iowa State Extension apply for a SAMHSA  grant to support
its services in rural areas. 

Item:  Mental health knowledge development and application -- The Committee recognizes the
efforts of Chicago’s Lakefront SRO, Northwest, and Lake County PADS to conduct a
metropolitan-wide demonstration project known as Break the Cycle of Homelessness. (Page 187)

Action Taken or to be Taken

In FY 2001, CMHS has requested that United Power for Action and Justice apply for a SAMHSA
grant to conduct a demonstration project in the Chicago land area.

Item:  Mental health knowledge development and application -- The Committee understands that
the Ch’ghutsen program plans to provide comprehensive mental health services for children in the
interior of Alaska through a joint project  with Tanana Chiefs Conference and Fairbanks Native
Association.  (Page 187)

Action Taken or to be Taken

In FY 2001, CMHS has requested that the Ch’ghutsen program apply for a SAMHSA grant to
provide comprehensive mental health services for children in the interior of Alaska.

Item:  Mental health knowledge development and application -- The recently released Surgeon
General’s Report on Mental Health affirmed the need to improve the mental health services available
to older adults.  The Committee believes that the Center for Mental Health Services should explore
ways to enhance older Americans’ access to  mental health services, including assessing the number
of older adults that are served under the mental health block grant  and how States may better serve
the unique needs of older adults.  (Page 187)
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Action Taken or to be Taken

In FY 2001, CMHS is continuing to plan ways to best serve the mental health needs of older adults.
HRSA’s Bureau of Primary Health Care jointly supported CMHS expanding this project to be a three
year contract to include the Southeast States, and to include Substance Abuse in addition to primary
care, mental health, and aging. 

Item:  Mental health knowledge development and application -- The Committee is aware of the
California School of Psychology’s efforts to initiate a project to demonstrate ways to more effectively
provide behavioral and mental health services to the prison population of California.
(Page 187)

Action Taken or to be Taken

In FY 2001, CMHS has requested that  the Ventura County Sheriff’s office of California apply for
a SAMHSA grant to provide a mental health court and behavioral health series to criminal justice
populations in Ventura county.  In addition, current grantees of the Community Action Grant
Program have had several examples of successful implementations of jail diversion and re-entry
programs in other states. 

Item:  Mental health knowledge development and application -- The Committee believes that
CMHS could more closely collaborate with the National Institute of Mental Health in order to
maximize the benefits of activities conducted by both agencies.  The Committee acknowledges that
CMHS and NIMH could work together to identify research priorities, disseminate research findings,
and develop tools to help communities use those findings to develop and improves services for adults
and children with or at risk of developing mental health problems.  (Page 187)

Action Taken or to be Taken

CMHS and NIMH staff are actively discussing a var iety of proposals to better coordinate the
development of research agendas and to share findings in topic areas of mutual endeavor.  In addition,
NIMH recently issued a program announcement soliciting applications for NIMH grants to study the
effectiveness of child treatment interventionism community settings.  The announcement requires that
applicants conduct their studies at one of the CMHS Community Mental Health Services for Children
and their Families Program grant sites.  This collaboration should enhance our knowledge about the
effectiveness of clinical services while enhancing service capacity in the grant sites.  Finally, NIMH
and CMHS staff sit on each other’s advisory councils.  The Director of the CMHS Division of
Knowledge Development and System Change has joined the NIMH council and is pursing a
collaboration agenda.

Item:  Mental health knowledge development and application -- The Committee urges that
SAMHSA develop, in cooperation with HRSA, t raining materials and resources related to depression
and anxiety assessment and intervention for distribution and use by the State partners of CMHS and
CSAT.  (Page 187)
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Action Taken or to be Taken

SAMHSA, HRSA, the Department of Veterans Affairs, and HCFA are collaborating on a multi-site
study evaluating the effectiveness of various primary care responses to the needs of elders with
psychiatric and substance abuse problems.  Training materials and resources developed as a
consequence of this collaborative study will be made available to State mental health and substance
abuse partners through block grant programs and technical assistance centers. 

Item:  Mental health knowledge development and application -- The Committee recognizes the
crucial role that the Minority Fellowship Program plays in training mental health professionals to
provide services to individuals who would otherwise go untreated.  The Committee encourages
SAMHSA to increase its effort in this area.  (Page 187)

Action Taken or to be Taken

In FY 2001, SAMHSA will provide an increase of $2 million for the Minority Fellowship Program.

Item:  Mental health knowledge development and application -- The Committee understands that
prevention and early intervention can  reduce the need for more intensive services in certain
individuals.  For this reason, the Committee believes that CMHS [Center for Mental Health Services]
could develop and implement empirically-based models for mental health prevention.  Prevention and
early intervention services could be carried out in collaboration with the Administration for Children
and Families.  (Page 188)

Action Taken or to be Taken

CMHS is committed to fostering the prevention of mental disorders and the promotion of mental
health through rigorous services research.  Progress in prevention science strategies and methods has
relevance for all fields of public health and a collaboration with the Administration for Children and
Families would be a relevant partnership.  The Center for Mental Health Services will continue to
develop and implement empirically-based models for mental health prevention, and is taking steps to
collaborate on prevent ion and early intervention services with the Administrat ion for Children and
Families.  

Item:  Co-occurring disorders – The Committee is aware of a proposal by the Life Quest Community
Mental Health Center to develop a program of treatment for co-occurring disorders for severely and
persistently mentally ill, severely emotionally disturbed adults and children in the Mat-Su Valley
region of Alaska. The Center, which serves a population of over 56,000, seeks to meet the currently
unaddressed need to provide a comprehensive range of treatment for the increasing number of
patients presenting with co-occurring disorders including chemical and substance abuse, severe
depression and severe mental illness. (Page 188)
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Action Taken or to be Taken

In FY 2001, CMHS has requested that Life Quest Community Mental Health Center apply for a
SAMHSA grant  to develop a program to treat mentally ill adults and severely emotionally disturbed
children.

Item:  Suicide, Fetal Alcohol Syndrome -- The Committee understands that  Alaska Native children
commit suicide at the highest rate in the nation and suffer disproportionately from behavioral and
mental disorders, some caused by fetal alcohol syndrome. The Committee recommends that the
agency work with the Alaska and the Alaska Federation of Natives, in consultation with the State of
Alaska, to develop integrated systems of community care for these disorders.  (Page 188)

Action Taken or to be Taken

In FY 2001, CMHS has requested that the Alaska Federation of Natives apply for a SAMHSA grant
to implement integrated community care to treat Native Alaskan children with mental health
disorders.  In FY 2000, CSAT and CSAP partnered with the State of Alaska to develop prevention
and strategies to  reduce the number of children affected by Fetal Alcohol Syndrome.  This program,
designed to develop integrated systems of care, will continue in FY 2001.  CSAT also plans to award
new funds for the Alaska Federation of Natives to identify best substance abuse treatment practices.

Item:  Mental health services to the homeless -- The Committee notes that Anchorage, Alaska has
a number of individuals, particularly Alaska Natives, suffering from severe mental illness and
substance abuse disorders who are also homeless.  The Committee encourages the agency to work
with the State of Alaska and the Alaska Federation of Natives to develop a plan for outreach,
screening and diagnostic treatment services, rehabilitation, mental health services, alcohol or drug
treatment, training and case management.  (Page 188)

Action Taken or to be Taken

Through the Projects for Assistance in Transition from Homelessness (PATH) formula grant
program, SAMHSA has provided Alaska with funding for services to persons who are homeless and
have serious mental illnesses.   Alaska is using these funds for outreach, screening and diagnostic
treatment, community mental health services, alcohol and drug abuse support services, case
management and referrals for housing and other services.  These services are provided in Anchorage
by the Crossover House Homeless Project of Anchorage Community Mental Health Services, Inc.
(the largest community mental health center in Alaska).  In FY 2001, CMHS has requested that the
Alaska Federation of Natives apply for a SAMHSA grant to support the development of  a plan to
provide the array of services needed by homeless persons, especially Alaska Natives, who have
serious mental illnesses and substance use disorders. 

In FY 1999, CSAT and CMHS funded the Anchorage Comorbidity Services project, designed to
develop, implement and evaluate a comprehensive, seamless system of care for persons with co-
occurring substance abuse and mental health disorders.  This program will continue in FY 2001.  In
addition, CSAT plans to fund projects to help communities address drug and alcohol problems among
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homeless individuals under the Addictions Treatment for the Homeless program.  CSAT also plans
to award new funds for the Alaska Federation of Natives to identify best substance
abuse treatment practices.

Item:  AIDS Training Program grants -- The Committee is aware of the need for more trained
health providers, including allied health professionals and social workers, to work with people
suffering from HIV/AIDS.  To the extent that funds are available, the Committee encourages
SAMHSA to continue funding existing grants and contracts approved by SAMHSA under the current
AIDS Training Program.  (Page 188)

Action Taken or to be Taken

The Center for Mental Health Services will be initiating a direct services program that will support
community-based efforts to provide direct mental health services for people living with HIV/AIDS,
especially people of color.  This direct services program will have a  training component that targets
both traditional and nontraditional mental health care providers, and will target primarily the needs
of people of color.

Item:  Minority Fellowship Program -- The Committee recognizes the crucial role that the Minority
Fellowship Program plays in training mental health professionals in providing mental health services
for people who often fail to seek services.  (Page 188)

Action Taken or to be Taken

In FY 2001, SAMHSA will provide an increase of $2 million for the Minority Fellowship Program.

Item:  Mental Health AIDS demonstrations -- This program provides grants to public and nonprofit
private organizations to provide innovative mental health services to individuals who are experiencing
severe psychological distress and other psychological sequelae as a result of infection with HIV.  One
coordinating center is supported to independently evaluate the quality and effectiveness of these
services.  The Committee commends the Center for Mental Health Services for its commitment in
disseminating knowledge gained from these demonstration projects.  The Committee urges the center
to maintain its support for projects that provide direct mental health services while at the same time
using the findings from previous projects to develop new knowledge in this area.  The Committee
again commends CMHS for its leadership in working cooperatively in demonstrating the efficacy of
delivering mental health services to individuals affected by and living with HIV/AIDS.  The
Committee encourages the Secretary to maintain these agencies' support for this program.  (Page
189)

Action Taken or to be Taken

The Center for Mental Health Services will continue to support the HIV/AIDS Treatment Adherence,
Health Outcomes and Associated Cost Study, the multi-agency collaborative effort that followed the
HIV/AIDS Mental Health Services Demonstration Program. 
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Item:  Improper restraints and seclusion of mental health patients -- The Committee is aware that
patients with mental illnesses have died or received life-threatening injuries in treatment facilities
because of improper restraints and seclusion.  The Committee has provided resources for protection
and advocacy so that these deaths can be investigated and future incidences can be prevented.  (Page
190)

Action Taken or to be Taken

The FY 2001 budget and new legislative requirements from PL 106-310, Child Health Act of 2000,
for seclusion and restraint will provide State protection and advocacy systems authority and resources
to expand P&A capacity to investigate incidents of abuse, seclusion, restraint and fatal incidents
involving individuals with mental illness in public and private care and treatment facilities.  In FY
2001, State P&A systems protections were also extended to individuals with significant mental illness
or serious emotional disturbance residing in their own home and in the community. 

Item:  Rural, Native American Substance Abuse -- The Committee reiterates its concern about the
disproportionate impact of substance abuse in rural and native communities, and has included
$12,000,000 for native and rural CSAT programs.  The Committee again raises concern about the
severe shortage of substance abuse treatment services in the State of Alaska for Native Alaskans, the
pressing need to continue support of Alaska programs, and the need to develop knowledge about
effective techniques for treating substance abuse in native populations.  The Committee, therefore,
expects that the increase provided will be reasonably allocated between existing programs and
initiating new programs, especially in Alaska.  (Page 190)

Action Taken or to be Taken

In FY 2000, CSAT provided approximately $21.5 million in funds to increase knowledge about
effective ways to deliver services to rural and native communities.  It is expected that those programs
will continue in FY 2001 and that additional efforts will be utilized to increase knowledge about
effective ways to deliver services to rural and native communities.  CSAT plans to support American
Indian/Native Alaskan Planning Grants targeted toward those communities and tribes where the need
for drug abuse treatment presently exists, but there is no treatment available in the affected
communities.  It is expected that $1 million will fund 8-10 planning grants.   

Item:  Services for the homeless -- The Committee remains concerned that substance abuse among
the Nation’s homeless population remains a serious problem that receives limited attention.  Existing
addiction services are not adequately reaching the homeless population and are not adequately
addressing their unique needs and life circumstances.  Of the funds provided for the Center for
Substance Abuse Treatment Targeted Capacity Expansion program, the Committee recommends that
the Department direct additional resources to entities that develop or expand addiction services
specifically for homeless persons.  The Committee expects the Department to distribute these funds
to local public or nonprofit organizat ions through a competitive process.  The Department should
require applicants for the homeless funds to demonstrate integration with primary care and mental
health services and linkages with housing, employment, and social services as a condition of the
award.  Establishment of a homeless TCE program should not restrict ent ities planning to serve
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homeless persons from also competing for funding through the general TCE program.  (Page 190-
191) 

Action Taken or to be Taken

In FY 2001, CSAT plans to use $10 million to support projects to help communities address drug
and alcohol problems among homeless individuals by providing effective interventions.  It is expected
that 18-20 new awards will be made with these funds.  This program is designed to enhance substance
abuse treatment within a seamless system of services (i.e., primary health care, mental health, housing,
and other social services) for homeless individuals with substance abuse disorders.

Item:  Substance abuse treatment - KDA and targeted capacity expansion -- The Committee is
aware that Allegheny County, Pennsylvania is undertaking a treatment protocol known as the
Supportive Recovery Environment (SRE) for underserved populations, including women with
children known to the child welfare system, incarcerated inmates, adolescents for whom traditional
treatment services have been  ineffective, and individuals with co-occurring disorders.
(Page 191)

Action Taken or to be Taken

CSAT plans to continue funding for this program in FY 2001, and award new funds in this area.

Item:  Pregnant Women -- The Committee recognizes the success of the Fairbanks Native
Association’s residential treatment program in helping pregnant women with substance abuse
problems, and their children. The Committee notes that  additional funding for this important activity
will allow more women to conquer their substance abuse problems.  (Page 191)

Action Taken or to be Taken

CSAT plans to continue funding for the Fairbanks Native Association program, providing residential
treatment for pregnant women with substance abuse problems, and their children.  In addition, CSAT
plans to award new funds for this program in FY 2001.

Item:  Substance abuse treatment - KDA and targeted capacity expansion -- The Committee
understands that Mountain View in Huntington, Vermont is the only residential treatment center for
adolescents in the State.  (Page 191)

Action Taken or to be Taken

CSAT plans to award funds to the Vermont Department of Health in FY 2001 to establish a
continuum of adolescent substance abuse treatment services.

Item:  Substance abuse treatment - KDA and targeted capacity expansion -- The Committee
reiterates its support of the Southcentral Foundation in Anchorage and Norton Sound Health
Corporation in Nome for providing substance abuse treatment programs for Native American
adolescents.  (Page 191)
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Action Taken or to be Taken

CSAT plans to continue funding in FY 2001 for these programs, Southcentral Foundat ion in
Anchorage and Norton Sound Health Corporation in Nome, which were originally awarded grants
in FY 2000. 

Item:  Substance abuse treatment - KDA and targeted capacity expansion -- The Committee
continues to be supportive of the 5-point State of Alaska plan of action to prevent fetal alcohol
syndrome and other birth defects and to improve the State’s system of care for those individuals and
their families already affected by prenatal exposure to alcohol.  Alaska has one of the highest rates
of Fetal Alcohol Syndrome in the nation.  This demonstration program will provide Alaska with a
clear understanding of the prevalence of FAS, data on the effects of the State's prevent ion efforts, and
clear direction on how to improve prevention and treatment services.  (Page 191)

Action Taken or to be Taken

CSAT plans to continue support for this program in FY 2001.

Item:  Methamphetamine Use in the Midwest -- The Committee understands that methamphetamine
abuse continues to be a major problem in many areas of the country, in particular, the South and the
Midwest.  The State of Iowa is experiencing a part icularly high incidence of methamphetamine abuse.
The Committee continues to support prevention and treatment demonstration projects in Iowa and
other parts of the Midwest.  School-based prevention demonstrat ion projects would teach the dangers
of methamphetamine abuse and addiction, using methods that are effective and evidence-based and
include encouragement for students to create their own anti-drug abuse education programs for their
schools.  Treatment demonstrations would carry out planning, establishing, or administering
evidence-based methamphetamine treatment programs that are designed to assist individuals to quit
their use of methamphetamine and remain drug-free.  (Pages 191-192)

Action Taken or to be Taken

In FY 1999, CSAT supported a Statewide methamphetamine treatment effort headed by the Single
State Agency for Alcohol and Drug Abuse.  This effort was funded as part of the Targeted Capacity
Expansion Program.  CSAT expects to continue this project in FY 2001 and encourages applications
from the State of Iowa and other areas in the Midwest for funding under the FY 2001 Targeted
Capacity Expansion grant announcement.

Item:  Inhalant abuse -- The Committee continues to be concerned with the serious problem of
inhalant abuse in Alaska, especially among children and teenagers.  With approximately 1 in 4 Alaska
children having used inhalants, it  is clearly a critical and widespread problem.  The Committee is
aware that the Yukon-Kuskokwim Health Corporat ion is establishing a facility in Bethel, Alaska to
treat individuals with inhalant addiction.  (Page 192)
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Action Taken or to be Taken

CSAT plans to make a grant continue funding for the Yukon-Kuskokwim Health Corporation
Inhalant Intervention Project in FY 2001.

Item:  Substance abuse treatment for the homeless -- The Committee is aware of the Hope Center
in Lexington, Kentucky, which has a history of providing quality substance abuse treatment programs
to homeless men.  Hope Center is developing a similar program targeted at providing rehabilitation
services for homeless women.  The Committee recognizes that with funding from the Department,
the Center will be able to provide services to more individuals. to provide funding for this program.
(Page 192)

Action Taken or to be Taken

CSAT plans to make a grant award supporting this program in FY 2001.

Item:  Fetal Alcohol Syndrome Regional consortium -- The Committee commends SAMHSA for
funding the Fetal Alcohol Syndrome Regional Consortium in South Dakota, North Dakota,
Minnesota, and Montana.  The Committee supports continued funding for this important program
that is helping children and families affected by  alcohol-related birth defects.  (Page 192)

Action Taken or to be Taken

SAMHSA/CSAP will continue supports funding the consortium project, which started in FY 2000.
The objectives of the project are 1) to develop an information base for data collection on the
prevalence of FAS and FAE and to determine high risk areas and populations in the four state area,
and 2) to implement universal, selective and scientifically defensible prevention interventions to
prevent, reduce or delay substance use to reduce FAS/FAE rates.  

Item:  Substance abuse treatment - KDA and targeted capacity expansion -- The Committee
applauds the work of the City of San Francisco's model “Treatment on Demand” program, which
includes substance abuse and mental health services for homeless persons.  The Committee applauds
the work of Center Point, Inc., a private non-profit corporat ion that  provides low cost comprehensive
drug and alcohol services to high risk families and individuals in the San Francisco Bay area.  (Page
192)

Action Taken or to be Taken

CSAT plans to continue funding for the City of San Francisco’s model “Treatment on Demand”
program in addition to providing new funds for this effort focusing on homeless populations in FY
2001.  CSAT also plans to continue funding for the work of Center Point, Inc. as well as to provide
new funds this fiscal year.

Item:  Substance abuse treatment - KDA and targeted capacity expansion -- The Committee is
supportive of the Ai Ki Ruti center on the Winnebago Reservation in providing innovative substance
abuse treatment services.  (Page 192)
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Action Taken or to be Taken

CSAT will provide information to this program on funding opportunities for FY 2001.

Item:  Substance abuse treatment - KDA and targeted capacity expansion -- The Committee is
aware that the Pine Ridge Indian Reservation in the southwestern corner of South Dakota has a high
incidence of alcohol addiction and that additional funds would allow the center to pursue innovative
treatment alternatives.  (Page 192)

Action Taken or to be Taken

CSAT will provide information to this program on funding opportunities for FY 2001.

Item:  Substance abuse treatment - KDA and targeted capacity expansion -- The Committee
acknowledges the efforts of the Allegheny County Drug and Alcohol Rehabilitat ion Program in
providing innovative drug and alcohol treatment services to patients in need.  (Page 192)

Action Taken or to be Taken

CSAT plans to continue funding for this program in FY 2001.  In addition, CSAT plans to award new
funds for this program.

Item:  Substance abuse treatment - KDA and targeted capacity expansion -- The Committee
understands that Baltimore is employing innovative techniques to enhance drug treatment services
in the city.  Additional funds would allow the city to  increase the number of outpat ients it can serve
by providing more counselors, extending treatment center hours, and expanding program services.
(Page 192)

Action Taken or to be Taken

CSAT plans to make a grant award for this program in FY 2001. 

Item:  Substance abuse treatment - KDA and targeted capacity expansion -- The Committee
applauds the work of Friendship House in Kansas City, Missouri for substance abuse and related
service to high-risk women and children. Friendship House is establishing a model program to address
what has become a severe and obvious need: treating the substance-abusing family with a specific
focus on children.  (Page 192)

Action Taken or to be Taken

CSAT will provide information to this program on funding opportunities for FY 2001.

Item:  Substance abuse treatment - KDA and targeted capacity expansion  -- The Committee
understands that the Cook Inlet Council on Alcohol and Drug Abuse is providing coordinated
treatment services to meet the needs of an underserved group of women and their children who are
in the custody of the State of Alaska and women affected by domestic violence in the Kenai Peninsula
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area of Alaska and recognizes that funding from the Department would help more women and
children become drug and alcohol free.   (Pages 192-193)

Action Taken or to be Taken

CSAT will continue funding this program and will provide funds for a new program in FY 2001.

Item:  Substance abuse treatment - KDA and targeted capacity expansion -- The Committee
understands that the Navajo-Farmington Alcohol Crisis Response program is using innovative means
to provide much-needed comprehensive substance abuse treatment services.  (Page 193)

Action Taken or to be Taken

CSAT will provide information to this program on funding opportunities for FY 2001.

Item:  High Risk Youth --  The Committee is highly concerned about  the extent of substance abuse
among high risk youth.  This population is vulnerable to initiating criminal activity against people and
property, especially following the acute and chronic use of illicit substances and the abuse of alcohol.
These grants are intended to strengthen local capabilities in confronting the complex interrelationships
between substance and alcohol abuse and other activities that may predispose young individuals
toward criminal, self-destructive, or antisocial behavior.  (Page 193)

Action Taken or to be Taken

In FY 2000, SAMHSA/CSAP supported a $7.0 million grant program focused on High Risk Youth.
This program is designed to prevent or reduce substance abuse in youth (9 to 15 years old) by
improving school bonding and academic performance, family functioning, and overall life management
skills.  CSAP will continue this program in FY 2001.

Item:  SIG funding priorities -- The Committee expects that States receiving funding under the State
Incentive Grant Program will give priority in the use of the 20 percent prevent ion set-aside in the
block grant to: (1) working with community coalitions to develop community-wide strategic plans
and needs assessments; and (2) filling program and service gaps identified by these community plans.
(Page 194)

Action Taken or to be Taken

State Incentive Grants strongly encourage the use of the 20% prevention set-aside in the Block Grant
to develop strategic plans and needs assessments and fill program and service gaps. SAMHSA/CSAP
will incorporate this specific language into the revised State Incentive Grant Funding Application
(GFA). 

Item:  Rural and Native communities -- The Committee reiterates its concern about the
disproportionate impact of substance abuse in rural and native communities, and has included
$8,000,000 for CSAP programs which serve rural communities.  The Committee intends this increase
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to be reasonably allocated between expanding existing programs and initiating new programs,
especially in Alaska.  (Page 194)

Action Taken or to be Taken

SAMHSA/CSAP has earmarked $8.0 million in funds to support substance abuse prevention efforts
in rural and native communities.  These funds support both new and continuing efforts in FY 2000,
and will be further continued in FY 2001.

Item:  Corporate Alliance for Drug Education prevention program --The Committee believes that
prevention programs need to start when children are young, and need to continue to allow children
to make successful transitions.  The Committee has included sufficient funds for evaluations of
established school-based early prevention and transition  programs and continues to be supportive
of the efforts of the Corporate Alliance for Drug Education [CADE] which has been operating a
program providing education and prevention services to 120,000 elementary school-aged children
in Philadelphia.  (Page 194)

Action Taken or to be Taken

SAMHSA/CSAP plans to continue support to the Corporate Alliance for Drug Education (CADE)
in Fiscal Year 2001. 

Item:  Alcoholism Prevention -- . . . the Committee urges CSAP to continue the national effort to
provide alcohol and substance abuse prevention and education to children of Native Americans with
alcoholism.  (Page 194)

Action Taken or to be Taken

Through the Native American effort, SAMHSA/CSAP continues efforts to provide alcohol and
substance abuse prevention and education to children of Native Americans with alcoholism.  As part
of this effort, SAMHSA/CSAP established a Native American Substance Abuse Prevention Work
Group comprising such groups as the National Association of Native American Children of
Alcoholics and the National Congress of American Indians.  SAMHSA/CSAP maintains a strong
commitment to the prevention needs of the Nat ive American community through the existing grant
portfolio and will be continuing this commitment in FY 2001.

Item: Drug Abuse Prevention - St Louis -- The Committee acknowledges the innovative Drug Free
Families initiative at the University of Missouri-St. Louis in providing a comprehensive school-based
health and drug abuse prevention program that involves parents and targets middle and high school
students.  (Page 194)

Action Taken or to be Taken

SAMHSA/CSAP will provide $500,000 in prevention funding for this program in FY 2001.
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Item:  Alcohol and substance abuse prevention -- The Committee encourages CSAP to continue
support for alcohol and substance abuse prevention and education targeting Native American children
of alcoholics through the National Association for Native American Children of Alcoholics
headquartered in Washington State.  The  rates for alcohol-related deaths among American Indians
is seven times the rate for the general population.  Efforts to prevent  the multigenerational effects of
alcohol and substance abuse in Indian communities should continue.
(Page 194)

Action Taken or to be Taken

In FY 2000, the National Association for Native American Children of Alcoholics headquartered in
Washington State suspended operations.  As of January 2001, they have not re-established
operations. 
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Significant Items for the House, Senate, and Conference 
Appropriations Committee Reports

FY 2001 Conference Report No. 106-1033

Item:  Protection and advocacy -- The conference agreement includes $30,000,000 for protection
and advocacy instead of $24,903,000 as proposed by the House and $25,903,000 as proposed by the
Senate.  The conferees continue to be concerned about deaths and serious injuries due to the
inappropriate use of seclusion and restraints in facilities that treat individuals with mental illnesses and
have provided additional resources so that these deaths can be investigated and future incidences can
be prevented.  (Page 144)

Action Taken or to be Taken

The FY 2001 budget and new legislative requirements from the Child Health Act of 2000, PL 106-
310, for seclusion and restraint will provide State protection and advocacy systems authority and
resources to expand P&A capacity to investigate incidents of abuse, seclusion, restraint and fatal
incidents involving individuals with mental illness in public and private care and treatment facilities.
In FY 2001, State P&A systems protections were also extended to individuals with significant mental
illness or serious emotional disturbance residing in their own home and in the community.

Item:  Safe Schools/Healthy Students initiative -- Within the total provided, $90,000,000 provided
under section 581 of the Public Health Service Act is for the support and delivery of school-based
and school-related mental health services for school-age youth.  It is intended that the Department
will continue to collaborate its efforts with the Department of Education to develop a coordinated
approach.  The conferees recognize it may be necessary for the agency to allocate additional
resources to the Safe Schools/Healthy Students Action Center to expand its technical assistance to
serve new grantees.  (Page 144)

Action Taken or to be Taken

The Departments of Health and Human Services, Justice, and Education will continue their
interagency partnership and will continue to fund the empirically-supported programs to prevent
youth violence and to intervene with families, schools, and communities where violence has already
occurred.  This interagency team is currently working on a new grant announcement for FY 2001.

CMHS is reviewing the resources available to the Safe Schools/Healthy Students Action Center to
assure that they are sufficient to provide technical assistance to serve new grantees.

Item:  Suicide Prevention Hotlines --Within the total provided, $3,000,000 is for suicide prevention
hotlines.  The conferees direct SAMHSA to undertake an evaluation of the effectiveness of these
hotlines in preventing suicides. (Page 144)
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Action Taken or to be Taken

SAMHSA will initiate a new program in FY 2001 to  increase the number of certified programs and
to evaluate the effectiveness of suicide hotlines in the amount of $3 million. 

Item:  Suicide prevention clearinghouse -- The conferees believe that SAMHSA is uniquely
qualified to support a clearinghouse for youth suicide prevention, including a database and related
files of reference materials and organizations.  SAMHSA, through this clearinghouse, could provide
training and technical assistance to States to implement the Surgeon General’s recommendations for
suicide prevention.  (Page 144)

Action Taken or to be Taken

Through the CMHS clearinghouse, the Knowledge Exchange Network (KEN), a website will be
launched on the National Suicide Prevention Strategy. 

Item:  Grants to mental health providers for children and youth -- Within the total provided,
$10,000,000 is provided under section 582 of the Public Health Service Act to support up to 22
grants to local mental health providers for the purposes of developing knowledge of best practices
and providing mental health services to children and youth suffering from post traumatic stress
disorder as a result of having witnessed or experienced a traumatic event.  Grantees can include
psychiatric hospitals, general hospitals, outpatient mental health clinics, and community and
university-based mental health programs.  With respect to grants for knowledge development,
preference should be given to applicants with experience in the field of trauma related mental
disorders in children and youth.  (Pages 144-145)

Action Taken or to be Taken

In FY 2001, SAMHSA will begin the National Child Traumatic Stress Program (NCTSP).  This
program will further the understanding of the individual, familial, and community impact of child and
adolescent trauma; improve the quality, effectiveness, and availability of therapeutic services delivered
to traumatized children and adolescents; and reduce the frequency of traumatic events and their
long-term consequences through greater public recognition of the issue, deeper understanding of the
sequelae, and  improved services.

Item:  Training in restraints and seclusion -- Within the total provided, $2,000,000 is to support
professional training in restraints and seclusion in residential and day treatment centers for children
and youth.   This training initiative will support grants to non-profit and public entities for the purpose
of developing and demonstrating the effectiveness of a best-practices training model to  avoid the
inappropriate use of restraints and seclusion.   (Page 145)

Action Taken or to be Taken

In FY 2001, CMHS will award cooperative agreements in the amount of $2,000,000 to support
training in restraints and seclusion.
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Item:  Training demonstration -- The conferees are supportive of efforts to develop a model training
demonstration project to help eliminate deaths and injuries that occur in mental health facilities due
to the inappropriate use of seclusion and restraints.  Such a model training program should emphasize
conflict resolution and de-escalation.  (Page 145)

Action Taken or to be Taken

In FY 2001, CMHS will award cooperative agreements in the amount of $2,000,000 to support
training in restraints and seclusion.

Item:  Minority fellowships -- Within the total provided, an increase of $2,000,000 is to provide
additional support for minority fellowships in mental health.  (Page 145)

Action Taken or to be Taken

In FY 2001, SAMHSA will provide an increase of $2 million for the Minority Fellowship Program.

Item:  Treatment of mental health disorders related to HIV disease -- Within the total provided,
$7,000,000 is for the treatment of mental health disorders related to HIV disease including:
dementia, clinical depression and the chronic, progressive neurological disabilities that often
accompany HIV disease.  These direct services grants provided to minority community-based
providers that operate in traditional  and non-traditional settings are designed to st rengthen their
capacity to provide HIV related mental health services.  (Page 145)

Action Taken or to be Taken

In FY 2001, SAMHSA will initiate a new service delivery program in the amount of $7 million for
the treatment of mental health disorders related to HIV disease.

Item:  Mental health screening -- Funds are included to provide grants to local communities to
improve mental health screening and referrals in non-mental health settings and continue support for
jail diversion programs for non-violent mentally ill offenders.  (Page 145)

Action Taken or to be Taken

In FY 2001, CMHS will award grants to meet emerging and urgent mental health services needs of
communities and is continuing support for jail diversion programs.

Item:  Mental Health program funding -- The conferees include the following amounts for the
following projects and activities in fiscal year 2001: --$83,000 for the Hope Center in Lexington,
Kentucky; --$85,000 for Steinway Child and Family Services, Inc. in Queens, New York for
HIV/AIDS prevent ion; --$100,000 for the American Trauma Society to support its Second Trauma
Program which helps train trauma system health care professionals to assist  individuals facing the
shock of an unexpected death or critical injury to their family members;  --$200,000 for the
Concord-Assabet Family Services Center for a model transitional living program for troubled youth;
--$325,000 for Preschool Anger Management, Family Communications; --$500,000 for the Life
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Quest Community Mental Health Center in Wasilla, Alaska; --$680,000 for Pacific Clinics in Arcadia,
California, to support a school-based mental health demonstration program for Latina adolescents
in partnership with community groups, mental health agencies, local governments and school systems
in Southeast Los Angeles county; --$803,000 for the Bert Nash Community Mental Health Center
in Lawrence, Kansas, to provide mental health services in schools and other settings to prevent
juvenile crime and substance abuse among high-risk youth; --$800,000 for the Alaska Federation of
Natives for innovat ive homeless mental health services in Alaska; --$850,000 for the Iowa State
University Extension to develop a program which would provide outreach, training, and counseling
services in rural areas; --$921,000 for the United Power for Action and Justice demonstration project
in Chicagoland area to end the cycle of homelessness; --$921,000 for a mentally ill offender crime
reduction demonstration in Ventura County, California to create the building blocks for a continuum
of care for mentally ill offenders who enter the jail system in the county; --$850,000 for the University
of Connecticut  for an urban health initiative to improve mental health services to underserved
high-risk individuals living in urban public housing; --$1,007,000 for the University of Florida
National Rural Behavioral Health Center to train extension agents in crisis intervention and stress
management to better equip them to deal with emotional and stress related problems; --$1,500,000
for the Ch’eghutsen program in interior Alaska; and --$1,300,000 for the Alaska Federation of
Natives to use integrated community care to treat native Alaska children with mental health disorders.
 (Pages 144-145)

Action Taken or to be Taken

SAMHSA has developed a streamlined application process for all of these projects.  Earlier this year,
CMHS contacted and mailed applications to the organizations cited in this conference language.  We
expect to award funds in the identified amounts to these organizations by the end of the fiscal year.

Item:  Programs of regional and national significance/substance abuse services for the homeless
-- The conference agreement includes $256,315,000 for programs of regional and national
significance instead of $213,716,000 as proposed by the House and $249,566,000 as proposed by
the Senate.  Within the total provided, $10,000,000 is to initiate grants to local non-profit and public
entities for the purpose of developing and expanding substance abuse services for homeless persons.
(Page 146)

Action Taken or to be Taken

In FY 2001, CSAT plans to use $10 million to fund projects to  help communities address drug and
alcohol problems among homeless individuals by providing effective interventions.  It is expected that
18-20 new awards will be made with these funds.  This program is designed to enhance substance
abuse treatment within a seamless system of services (i.e., primary health care, mental health, housing,
and other social services) for homeless individuals with substance abuse disorders.  

Item:  Expansion and capacity building for substance abuse treatment and HIV/AIDS -- The
agreement includes $53,000,000 designed to provide targeted service expansion and capacity building
to minority, community-based substance abuse treatment programs with a history of providing
services to communities of color severely impacted by substance abuse and HIV/AIDS.  The
correlation between addiction and HIV/AIDS is well documented. Injection drug use alone still
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accounts for more than 20 percent of the primary HIV infection risk for African American and Latino
adults.  These funds are to be allocated based on program priorities identified in the previous fiscal
year and new priorities.  Funds are also included to enhance state and county efforts to plan and
develop integrated substance abuse and HIV/AIDS treatment and prevention services to communities
of color.  (Page 146)

Action Taken or to be Taken

CSAT plans to continue funding for the Targeted Capacity Expansion HIV program in FY 2001
which targets African American and Latino populations impacted by substance abuse and HIV/AIDS.
The total amount of funds planned for this program in FY 2001, for continuation and new awards as
well as some technical assistance and evaluation activities, is approximately $55 million.

Item:  Sunshine Shelter in Mississippi -- The conferees are supportive of the efforts of the Sunshine
Shelter for abused and neglected children in Natchez, Mississippi in treating chemically dependent
women and their children and note that additional resources would allow the Shelter to expand its
outreach efforts.  (Page 147) 

Action Taken or to be Taken

CSAT will provide information to this program on funding opportunities for FY 2001.

Item:  Treatment program funding -- The conferees include the following amounts for the following
projects and activities in fiscal year 2001: --$100,000 for the Vermont Department of Health Office
of Alcohol and Drug Abuse Prevention to examine adolescent residential treatment programs;
--$106,000 for Center Point, Inc., in Marin County, California, to continue support for substance
abuse and related services for minority, homeless and other at risk populations; --$200,000 for Green
Door in Washington, D.C. to treat minority consumers with substance abuse problems and mental
health issues; --$250,000 for the Allegheny County Drug and Alcohol Rehabilitation Program;
--$500,000 for the Cook Inlet Council on Alcohol and Drug Abuse Treatment; --$500,000 for the
House of Mercy in Des Moines, Iowa to support treatment programs for pregnant and post-partum
women; --$500,000 for the State of Wyoming to carry out an innovative substance abuse prevention
and treatment program; --$425,000 for Humboldt County, California, to support residential substance
abuse and related services for women who have children; --$608,000 for the Hope Center in
Lexington, Kentucky; --$645,000 for the Grove Counseling Center in Winter Springs, Florida for a
demonstration project of effective youth substance abuse t reatment methods; --$750,000 for the
Fairbanks LifeGivers Pregnant and Parent ing Teens program; --$900,000 for the Alaska Federation
of Natives to identify best substance abuse treatment practices; --$1,105,000 for the City of San
Francisco's model “Treatment on Demand” program for the homeless; and --$2,210,000 for the
Baltimore City Health Department to use innovative methods to enhance drug treatment services.
(Page 147)
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Action Taken or to be Taken

SAMHSA has developed a streamlined application process for all the identified projects.  In mid-
February 2001, CSAT contacted and mailed applications to the organizations cited in this conference
language.  We expect to award these funds to these organizations by the end of the fiscal year.

Item:  High risk youth grants -- The conference agreement  includes $175,145,000 for programs of
regional and national significance instead of $132,742,000 as proposed by the House and
$127,824,000 as proposed by the Senate.  Within the total provided, it is intended that high-risk
youth grants will at least be maintained at last year’s level.  (Page 147)

Action Taken or to be Taken

In FY 2000, SAMHSA/CSAP supported a $7.0 million grant program focused on High Risk Youth.
This program is designed to prevent or reduce substance abuse in youth (9 to 15 years old) by
improving school bonding and academic performance, family functioning, and overall life management
skills.  CSAP will continue this program at the same level in FY 2001.

Item:  Grants to minority organizations for HIV/AIDS prevention -- The agreement includes
$32,100,000 for grants to minority community based organizations to implement programs that
strengthen substance abuse prevention capacity in communities of color disproportionately impacted
by the HIV/AIDS epidemic, based on the most recent  estimated living AIDS cases, HIV infections
and AIDS mortality among ethnic and racial minorities as reported by the CDC.  (Page 147-148)

Action Taken or to be Taken

CSAP will support $32,100,000 to support minority communities in their efforts to integrate effective
substance abuse prevention programs with HIV/AIDS prevention and care services.  This program
builds upon our earlier efforts to support minority communities in their efforts to address both
substance abuse and HIV/AIDS.

Item:  Prevention program funding -- The conferees include the following amounts for the
following projects and activities in fiscal year 2001: --$85,000 for the City of Alexandria, Virginia,
substance abuse prevention demonstration program for high-risk Latino youth; --$213,000 for the
Rock Island County Council on Addiction in East Moline, Illinois, for a youth substance abuse
prevention program; and --$500,000 for the Drug-free Families Initiative at the University of
Missouri, St. Louis.  (Page 148)

Action Taken or to be Taken

SAMHSA has developed a streamlined application process for all the identified projects.  In mid-
February 2001, CSAP contacted and mailed applications to the three organizat ions cited in this
conference language.  Funds will be awarded o these organizations by the end of the fiscal year. 
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Item:  Substance abuse prevention -- The conferees have included sufficient funds to continue the
pregnant and post-partum substance abuse prevention evaluations for both the Community Prevention
Partnership of Berks County, Inc. and the Family Planning Council of Pennsylvania.  (Page 148)

Action Taken or to be Taken

CSAP will continue to fully support the prevention evaluations for both the Community Prevention
Partnership of Berks County, Inc. and the Family Planing Council of Pennsylvania.  

Item:  National Household Drug Survey -- The conference agreement includes $79,221,000 for
program management instead of $58,870,000 as proposed by the House and $59,943,000 as
proposed by the Senate.  Within the total provided, $12,000,000 is for the National Household Drug
Survey.  (Page 148)

Action Taken or to be Taken

The $12 million included in Program Management will be used to support the National Household
Drug Survey.

Item:  Community Assessment and Intervention Centers -- The conferees include $3,278,000 in
fiscal year 2001 to continue testing the effectiveness of Community Assessment and Intervention
Centers in providing integrated mental health and substance abuse services to troubled and at-risk
children and youth, and their families in four Florida communities.  (Page 148)

Action Taken or to be Taken

In FY 2001, SAMHSA will continue to fund the Community Assessment and Intervention Centers
in the amount of $3,278,000.  During the first six months of this project, the four target communities
have: Conducted outreach to local stakeholders; collected regional information on youth
characteristics and existing resources; and selected sites for the assessment centers.  Currently, project
personnel are researching:  (1) screening and assessment tools;  (2) potential Management
Information Systems; and (3) models of systems' evaluation reporting.
 

Item:  Synar amendment -- The Synar amendment was included as part of the SAMHSA
reorganization bill in 1992.  The amendment and its implementing regulation required States to reduce
sales of tobacco to minors within a negotiated period of time and if a State fails to meet its goals,
reduced its substance abuse prevention and treatment block grant funding by 40 percent.  The
conferees are extremely concerned that several States, after at least four years, are not in compliance
with the law and continue to seek an exemption to the penalty requirement.  It is the conferees
intention that this will be the last year exemption language will be carried in an appropriat ions bill.
SAMHSA is directed to  notify States of this intention and work with the affected States to help them
come into compliance.  (Page 148)

Action Taken or to be Taken
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The budget proposes to retain the provision allowing states to avoid the penalty in the Synar
Amendment if they commit to spending their own funds on youth tobacco compliance and
enforcement.  The Administration looks forward to  working with Congress to formulate a permanent
statutory change to the Synar penalty structure that ties the amount of the penalty to the degree of
non-compliance.  In addition, CSAP continues to work with the affected States by providing technical
assistance and training to reduce youth tobacco sales and to bring the States into compliance with the
law.
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Substance Abuse and Mental Health Services Administration
Authorizing Legislation

Program Description/PHSA

Program Management
Sec. 301

Grants and Contracts
Sec. 501

Emergency Response
Sec. 501

Data Collect ion
Sec. 505

Grants for the Benefit of Homeless
Individuals

Sec. 506
Alcohol and Drug Preven tion or
Treatment Services for Indians and
Native Alaskans

Sec. 506A
Grants for Ecstasy and Other Club
Drugs Abuse Prevention

Sec.  506B
Residen tial  Treatment Programs for
Pregnant and Postpartum Women

Sec. 508
Priority Substance Abuse Treatment Needs of
Regional and National Significance

Sec. 509
SA Treatment Services for Ch ildren
and Adolescents

Sec. 514
Early Intervention Services for Children
and Adolescents

Sec. 514A
Methamphetamine and Amphetamine
Treatment Ini tiat ive

Sec. 514(d)
Prior ity Substance Abuse Prevention
Needs of Regional and National
Significance

Sec. 516
Prevention, Treatment,  and Rehabilita tion
Model Projects for High Risk Youth

Sec. 517
Services for Children of Substance Abusers

Sec. 519

FY 2001
Amount

Authorized

indefinite

$25,000,000

2.5% all disc grants

indefinite

$50,000,000

$15,000,000

$10,000,000

SSAN

$300,000,000

$40,000,000

$20,000,000

$10,000,000

$300,000,000

SSAN

$50,000,000

FY 2001
Current
Estimate

$65,673,000

$17,528,000

**

$12,000,000

**

**

**

**

$247,322,000

$2,500,000

**

**

$155,513,000

$7,000,000

**

FY 2002
Amount

Authorized

indefinite

SSAN*

2.5% all disc
grants

indefinite

SSAN

SSAN

SSAN

SSAN

SSAN

SSAN

SSAN

SSAN

SSAN

SSAN

SSAN

FY 2002
Budget
Request

$65,673,000

$8,244,000

**

**

**

**

**

**

$287,322,000

$2,500,000

**

**

$156,813,000

$7,000,000

**
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Substance Abuse and Mental Health Services Administration
Authorizing Legislation

Program Description/PHSA

Grants for Strengthening Families
Sec. 519A

Programs to Reduce Underage Drinking
Sec. 519B

Services for Individuals wi th Fetal Alcohol
Syndrome

Sec. 519C
Centers of Excellence on Services for
Individuals with FAS and Alcohol-related
Birth Defects and Treatment for 
Individuals with Such Conditions and
Their  Families

Sec. 519D
Prevention of Methamphetamine and
Inhalan t Abuse and Addiction

Sec. 519E
Priority Mental Health Needs of Regional and
National Significance

Sec. 520A
Youth Interagency Research, Training, 
and Technical Assistance Centers

Sec. 520C
Services for Youth Offenders

Sec. 520D
Suicide Prevention for Children and
Adolescents

Sec. 520E
Grants for Emergency Mental Health
Centers

Sec. 520F
Grants for Jail Diversion Programs

Sec. 520G
Improving Outcomes for Children and
Adolescents through Services In tegration
between Child Welfare and MH Services

Sec. 520H
Grants for the Integrated Treatment of Serious
Mental Illness and Co-occurring Substance
Abuse

Sec. 520I
Training Grants

Sec. 520J
PATH Grants to States

Sec. 535(a)

FY 2001
Amount

Authorized

$3,000,000

$25,000,000

$25,000,000

$5,000,000

$10,000,000

$300,000,000

$4,000,000

$40,000,000

$75,000,000

$25,000,000

$10,000,000

$10,000,000

$40,000,000

$25,000,000

$75,000,000

FY 2001
Current
Estimate

$1,300,000

**

$11,500,000

$3,500,000

**

$100,884,000

**

**

**

**

**

**

**

**

$36,855,000

FY 2002
Amount

Authorized

SSAN

SSAN

SSAN

SSAN

SSAN

SSAN

SSAN

SSAN

SSAN

SSAN

SSAN

SSAN

SSAN

$75,000,000

FY 2002
Budget
Request

**

$11,500,000

$3,500,000

**

$80,749,000

**

**

**

**

**

**

**

**

$36,855,000
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Substance Abuse and Mental Health Services Administration
Authorizing Legislation

Program Description/PHSA

Community Mental Heal th Ser vices for
C h ildren  with Serious Emot i o n al
Disturban ces

Sec. 561
Children and Violence Program

Sec. 581 
Grants for Persons who Experience Violence
Related Stress

Sec. 582
Community Mental Health  Services Block
Grants

Sec. 1920(a)
Substance Abuse Prevention and Treatment
Block Grants

Sec. 1935(a)
Data Infrastructure Development

Sec. 1971

Other Legislat ion/Program Description

Protection and Advocacy for Mentally Ill
Individuals

P.L. 99-319, Sec. 117
SEH Workers’ Compensation Fund

P.L. 98-621

TOTAL against definite authorizations

Total Requested

FY 2001
Amount

Authorized

$100,000,000

$100,000,000

$50,000,000

$450,000,000

$2,000,000,000

SSAN

SSAN

indefinite

$4,192,000,000

FY 2001
Current
Estimate

$91,694,000

$70,822,000

$10,000,000

$420,000,000

$1,665,000,000

$6,765,000

$30,000,000

$1,500,000

$2,957,356,000

$2,957,356,000

FY 2002
Amount

Authorized

SSAN

SSAN

SSAN

SSAN

SSAN

SSAN

SSAN

indefinite

$75,000,000

FY 2002
Budget
Request

$91,694,000

$85,106,000

$10,000,000

$420,000,000

$1,725,000,000

$6,000,000

$30,000,000

$1,500,000

$36,855,000

$3,029,456,000

*    Such Sums As Necessary
**  While funding is not specifically requested for this authorized activity, these activities may be supported with
the funding r equested for PRNS or the Block Grants.
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Substance Abuse and Mental Health Services Administration

Appropriations History

Budget Estimate House Senate
   to Congress      Allowance      Allowance     Appropriation  

Alcohol, Drug Abuse, and Mental Health Administration

1990 1,738,716,000 1,917,162,000 2,005,448,000 1,926,818,000 1/
1990 Sec 518 Red. --- --- --- -1,135,000
1990 (DOT Appr) 300,000,000 --- --- 727,000,000
1990 Sequester --- --- --- -26,745,000

1991 2,831,511,000 2/  2,825,891,000 1/3 3,000,283,000 1/ 2,966,898,000 1/
1991 Sec 514 Red. --- --- --- -77,039,000
1991 Sequester --- --- --- -38,000

1992 3,048,328,000 4/  2,917,742,000 4/  3,175,832,000 3,081,119,000 5/
1992 Sec 513, Sec 214 Red. --- --- --- -8,389,000

1993 3,241,159,000 6/ 3,099,902,000 6/ n.a. n.a.

Substance Abuse and Mental Health Services Administration

1993 7/ 2,037,928,000 6/ 1,942,417,000 6/ 2,049,609,000 6/ 2,023,524,000 8/
1993 Sec 216, 511, 513 Red. --- --- --- -18,721,000

1994 2,153,480,000 9/ 2,057,167,000 2,119,205,000 10/ 2,125,178,000 11/

1995 2,365,874,000 12/ 2,166,148,000 2,164,179,000 13/ 2,181,407,000 14/
1995 Red. P.L.103-333 --- --- --- -33,000
1995 Red. P.L. 103-133 --- --- --- -44,000
1995 Resc. P.L. 104-19 --- --- --- -662,000

1996 2,244,392,000 1,788,946,000 1,800,469,000 15/ 1,854,437,000 16/

1997 2,098,011,000 1,849,946,000 1,873,943,000 2,134,743,000
1997 Red. P.L. 104-208 --- --- --- -362,001
1997 Red. P.L. 104-208 --- --- --- -69,000
1997 Advance Appro. P.L.104-121 --- --- +50,000,000 17/

1998 $2,155,943,000 $2,151,943,000 $2,126,643,000 $2,146,743,000
1998 Advance Appro. P.L. 104-121 --- --- +50,000,000 17/

1999 2,279,643,000 2,458,005,000 2,151,643,000 2,488,005,000
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Substance Abuse and Mental Health Services Administration
Appropriations History (Continued)

Budget Estimate House Senate
   to Congress      Allowance      Allowance     Appropriation  

2000 2,626,505,000 2,413,731,000 2,750,700,000     2,654,953,000
2000P.L.106-113   -3,085,000 18/

2001 2,823,016,000 2,727,626,000 2,730,757,000 2,958,001,000
2001P.L.106-554 -645,000 19/

2002 3,029,456,000 — — —

FOOTNOTES:

1/ Excludes advance funding for Homeless.
2/ Includes $7,359,000 in 1991 Advance Funding for Homeless.
3/ House did not consider research training Community Support program; and mental health prevention

demonstrations program as it lacked authorizing legislation.
4/ Excludes $31,000,000 proposed to be transferred from the Office of National Drug Control Policy

(ONDCP) Special Forfeiture Fund.
5/ Excludes $19,000,000 transferred from the Special Forfeiture Fund.
6/ Excludes $34,701,000 proposed to be transferred from the ONDCP Special Forfeiture Fund.
7/ FY 1993 Budget Estimate to Congress and House Allowance represent comparable funding levels

based on the 1992 ADAMHA Reorganization Act as identified in Conference Report.
8/ Excludes $33,701,000 transferred from the ONDCP Special Forfeiture Fund.
9/ Includes $115,000,000 Presidential Investment.
10/ Excludes $35,000,000 proposed to be transferred from the ONDCP Special Forfeiture Fund.
11/ Excludes $25,000,000 transferred from the ONDCP Special Forfeiture Fund.
12/ Excludes $45,000,000 proposed to be transferred from the ONDCP Special Forfeiture Fund.
13/ Excludes $25,000,000 proposed to be transferred from the ONDCP Special Forfeiture Fund.
14/ Excludes $14,000,000 proposed to be transferred from the ONDCP Special Forfeiture Fund.  Reflects

$44,000 in SLUC and $33,000 in performance awards reductions mandated by the appropriation bill
and a rescission in the amount of $662,000.

15/ Includes $200,000,000 proposed transfer from the Safe and Drug Free Schools Act program of the
Dept of Education for youth substance abuse prevention programs in schools and  communities.

16/ A regular 1996 appropriation for this amount was not enacted.  
17/ Advance appropriation P.L. 104-121 from Social Security Administration to Substance Abuse Block

Grant.
18/   Reflects a recission mandated by P.L.106-113.
19/ Reflects a recission mandated by Section 520 of P.L. 106-554.

Note: Red = Reduction
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SUBSTANCE ABUSE AND MENTAL HEALTH SERVICES ADMINISTRATION
General Statement/Overview

        

2001 Increase
2000 2001 Current or 2002 Increase/  

  Actual   Appropriation  Estimate  Decrease  Estimate  Decrease
            
PRNS . . . . . . . . . $497,828,000 $635,134,000 $634,634,000 +$136,806,000 $658,734,000 +$24,100,000
   MH (Non-add) (136,733,000) (203,674,000) (203,499,000) (+66,766,000) (187,599,000) (-15,900,000)
   SAP (Non-add) (146,705,000) (175,145,000) (175,013,000) (+28,308,000) (175,013,000) (---)
   SAT (Non-add) (214,390,000) (256,315,000) (256,122,000) (+41,732,000) (296,122,000) (+40,000,000)
Child MH . . . . . . . 82,677,000 91,763,000 91,694,000 +9,017,000 91,694,000   ---
P & A . . . . . . . . . . 24,903,000 30,000,000 30,000,000 +5,097,000 30,000,000    ---
PATH . . . . . . . . . 30,883,000 36,883,000 36,855,000 +5,972,000 36,855,000    ---
MHBG . . . . . . . . 356,000,000 420,000,000 420,000,000 +64,000,000 420,000,000    ---
SAPTBG . . . . . 1,600,000,000 1,665,000,000 1,665,000,000 +65,000,000 1,725,000,000 +60,000,000
PM . . . . . . . . . . . . 59,049,000 79,221,000 79,173,000 +20,124,000 67,173,000 -12,000,000

Total BA . $2,651,340,000 $2,958,001,000 $2,957,356,000 +$306,016,000 $3,029,456,000 +$72,100,000
Data Collect (1% Eval) . . . . --- --- --- --- $29,000,000 +$29,000,000

Total . . . . . 2,651,340,000 $2,958,001,000 $2,957,356,000 +$306,016,000 $3,058,456,000 +$101,100,000

FTEs* . . . . . . . . . . . . . . . . 541 560 560 560 —

* Excludes 72 Commissioned Officers (70 in FY 2000) detailed to the District of Columbia for St. Elizabeth’s
Hospital.

The President’s appropriation request of $3,058,456,000 for this account represents current law requirements.  
No proposed law amounts are included. 
____________________________________________________________________________________________

AGENCY OVERVIEW

The Substance Abuse and Mental Health Services Administration (SAMHSA) is the lead federal
agency for improving the quality and availability of prevention and treatment services for substance
abuse and mental illness.  The Agency was established in 1992 and reauthorized in October of 2000.
SAMHSA is charged with conducting categorical, formula, and block grant programs, and data
collection activities through the Center for Mental Health Services (CMHS); the Center for Substance
Abuse Prevention (CSAP); the Center for Substance Abuse Treatment (CSAT); and the Office of
Applied Studies (OAS).

The FY 2002 SAMHSA budget request is $3,029,456,000, an increase of $72.1 million or 2.4
percent over FY 2001.  In addition to the requested increase in budget authority, $29.0 million is
requested for SAMHSA data efforts to be transferred to the Agency from the Department’s one-
percent  evaluation resources.  In total, SAMHSA programs would increase by $101.1 million.
Staffing resources would remain level at approximately 560 full-time equivalents (FTEs).

As displayed in the table above, the priorities for FY 2002 include:

• The President’s Drug Treatment Initiative.  An additional $100 million is provided to
increase access to drug treatment services and work to narrow the treatment gap.  Of this
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amount, $60 million is requested for the Substance Abuse Prevention and Treatment Block
Grant, and $40 million is requested for Targeted Capacity Expansion (TCE) within Programs
of Regional and National Significance (PRNS). 

• Implementing new program authorities identified in the Children’s Health Act of 2000, which
reauthorized SAMHSA programs.  These include such important new efforts as post-
traumatic stress disorders (PTSD) in children; fetal alcohol syndrome/fetal alcohol effect
(FAS/FAE); suicide prevention; training in appropriate seclusion and restraint practices;
improving and expanding treatment services for homeless individuals; and supporting State
data infrastructure development.

• Maintaining a balanced program portfolio to improve service quality, transfer knowledge into
practice, and continue progress in addressing service capacity needs where they exist.

• Initiating limited but essential new work within “base” funding in such areas as disaster
consequences; providing mental health services through Community and Migrant Health
Centers; creating a pilot  rehabilitation and rest itution program for substance abusing
offenders; and initiating State data infrastructure development for substance abuse treatment.

• Expanding national substance use data collection and analysis in the areas of youth, the
elderly, cost data on treatment services, and treatment programs in correctional facilities, in
addition to upgrading existing data systems.

• Maintaining essential staff and management capability within the Agency.

These priorities are described briefly in the following narrative within the context of three themes
which build upon and amplify SAMHSA’s mission: developing and translating research and best
practices into broad use by service providers; building healthy communities; and closing major service
gaps which exist in both the mental health and substance abuse systems.  Each theme is comprised
of multiple programs which work together to improve system quality while simultaneously expanding
capacity.

IDENTIFICATION OF PRIORITY SYSTEM NEEDS

SAMHSA’s FY 2002 themes address serious issues currently facing the service fields, as identified
in several recent studies and reports.  With respect to the need to ensure best practices are actually
employed in service delivery, on March 1, 2001, the Institute of Medicine released a report entitled
“Crossing the Quality Chasm: A New Health System for the 21st Century.”  The Committee on the
Quality of Health Care found strong evidence that Americans are not receiving care that meets their
needs or that is based on the best scientific knowledge.  The report points out that while substantial
new investments have been made in research, the Nation’s health care system falls short in its ability
to translate knowledge into practice.   SAMHSA believes that prevention and treatment service
approaches must be evidence-based and there must be real accountability for recipients.   The FY
2002 request will help assure that biomedical and health services research findings are translated into
best practices and that individuals have access to the best possible quality of care available.  
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A number of recent reports have documented
the impact of mental illness and substance abuse
on the Nation’s communities.  The Surgeon
General’s Report on Mental Health indicated
that members of diverse racial/ethnic groups are
less likely to receive appropriate mental health
care than the general population.  Recent news
reports indicate that as many as one in ten of the
residents of Baltimore are addicted to heroin,
approaching epidemic levels.  The enormous economic cost of these diseases is reflected in the losses
caused by premature death and disability, and the high cost of crime, destruction of property,
HIV/AIDS and other associated diseases,  and the impact on other family members.  These and related
issues are addressed in the FY 2002 request through such proposed efforts as HIV/AIDS service
projects in minority  communities; providing treatment and other services for those re-entering the
community after incarceration; community and family  programs, and working with the Health
Resources and Services Administ rat ion to provide services and referrals to those with mental illness
or substance abuse who seek health care at Community and Migrant Health Centers.

Underage drinking remains a critical public health challenge, with data from the National Household
Survey on Drug Abuse reporting that more than half of adolescents ages 16 and 17 used alcohol in
the past year.  Alcohol is the number one drug of choice among this country’s youth.  Current
alcohol-related priorities for SAMHSA are preventing/reducing underage drinking and increasing
access to treatment for persons of any age with alcohol use disorders.  Key cross-cutting alcohol
activities in support of these priorities are increasing participation of community sites and college
students in National Alcohol Screening Day; developing an alcohol measure for Healthy People 2010
to track progress in increasing access to needed treatment; and working with single State substance
abuse agencies and through State Incentive Grants to support the Governor’s Spouses Initiative:
Leadership to Keep Children Alcohol Free, a national effort to prevent alcohol use by children ages
9 to 15.

Beyond assisting communities in meeting their targeted needs, the SAMHSA request will help
address the general lack of behavioral health service capacity.  This service gap is also well
documented.  It is, however, a complex problem with multiple facets.  Gaps can be geographic,
population-based, or relate to health insurance or managed care coverage.  There are major gaps in
speciality health systems, such as those involving children and their families.  Care which is available
may be fragmented or compartmentalized, providing short-term relief but leading to eventual relapse.

A recent study by the National Center on Addiction and Substance Abuse (CASA) at Columbia
University, “Shoveling Up: The Impact of Substance Abuse on State Budgets,” found that  of the
annual $81.3 billion spent by States on substance abuse in 1998, only $3.2 billion (4%) was spent for
treatment, prevention and research.  Fully $78.1 billion (96%) was spent  on justice, education,
child/family assistance, developmental disabilities, etc. CASA estimates that $1 of every $4 inpatient
hospital care Medicare dollars, and one out of every five Medicare hospital admissions, are
attributable to substance abuse.  According to the recently released Robert Wood Johnson
Foundation report “Substance Abuse: The Nation’s Number One Health Problem,” the economic cost
of substance abuse to the U.S. economy each year is estimated at over $414 billion.  Expansion of

Heroin addiction has reached epidemic levels
in Baltimore with as many as one in 10 of the
city’s residents addicted to the drug.  The
number of addicts will continue to rise
according to a Drug Enforcement Agency
report released in February.
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SAMHSA’s prevention and treatment programs are a key element of the Administration’s plan of
action to address these needs.  

IMPLEMENTING BEST PRACTICES

A continuing key role of SAMHSA is to facilitate the translation of the latest research to public health
and private practice.  Research findings for substance abuse and mental health are implemented and
evaluated for effectiveness and efficiency in various communities and other real life settings to
determine what works best for different populations.  SAMHSA then disseminates proven program
models to help communities invest scarce resources wisely and to improve program outcomes.  The
FY 2002 request continues most  activities at the current level.

SAMHSA’s knowledge development and knowledge application programs form the foundation for
the Agency’s service programs.  Best practices which have been carefully evaluated through project-
based and cross-site studies are made available through multiple communication channels.  These
include efforts such as CSAP’s Decision Support System, CMHS’ Knowledge Exchange Network,
and the National Registry of Effective Prevention Practices (NREPP).  They are made available to
the field in readily understandable and readily accessible formats.  And they are being incorporated
as core requirements of service programs where possible, such as State Incentive Grants awarded in
CSAP and proposed for 2002 in CSAT.

SAMHSA has in fact accomplished a great deal in a relatively short time, improving service quality
and the Agency’s role in the service delivery system.  Yet much remains to be done; as reported
above, quality care is far from universally available.  The FY 2002 request includes a number of
important efforts proposed to be accomplished within level funding, with grant funds that will become
available as other projects complete their award cycles.  These efforts are identified as     “FY 2002
Priority Investments” in the budget narrative.  Examples include:

• Facilitating transitions for youth with
mental illnesses - Transitions between
service systems for youth present unique
barriers that create great risk for school
failure, homelessness, involvement with
the criminal justice system, etc.  The
transition period is complicated by the
lack of coordination among children’s mental health and other services.  CMHS will explore how
best to plan, design, and put into practice effective transitional services.

• Applying best prevention practices - CSAP’s Community Initiated Intervention projects select and
adapt proven prevention interventions that meet the specific prevention needs of the local target
population.  Cross-site evaluations yield data on what works for different populations and under
which range of circumstances.  This information is then used by CSAP to assist other
communities in employing optimal prevention approaches.

• Supporting rehabilitation and restitution for substance abusing offenders - CSAT will begin to
develop and evaluate a program to assist non-violent substance abusing offenders to recover from

“...over 90 percent of children and adolescents
who commit suicide have a mental disorder
before their death.”

- Surgeon General’s Report on Mental Health
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their addiction, provide restitution to victims and the community, and become more fully
functioning citizens.  Understanding what constitutes best pract ice and how systems can be
changed accordingly will lead to better retention in treatment and improved outcomes.

CREATING HEALTHY COMMUNITIES

SAMHSA possesses significant expertise in helping communities, including faith-based organizations,
design and create programs that address their particular needs without requiring the long-term
investment of SAMHSA resources.  The President’s New Freedom Initiative recognizes that
providing community-based care for persons with disabilities is critical for promoting maximum
independence.  This is consistent with SAMHSA efforts to address barriers that face many Americans
with disabilities and to support fully integrated community-based service settings.  In addition to
continuing several important programs in FY 2002, the Agency will partner with the Administration
for Children and Families (ACF) in promoting responsible fatherhood, helping families in crisis so that
children are protected from abuse and neglect, and helping promote safe and stable families which
will keep children out of foster care.

All of SAMHSA’s community-based efforts will continue in FY 2002.  These projects help
communities in a variety of ways: establishing service capacity, developing system linkages and
referral programs, providing ancillary services, such as screening, case management and aftercare,
and others.  An important example is the youth violence prevention program, which has a major focus
on school-based efforts.  Working through several different but related activities, CMHS will continue
to work with the Departments of Justice and Education in addressing this significant national concern.
A total of $90.0 million has been budgeted, the same as in FY 2001.

Services for the homeless will be expanded in FY 2002 by assisting communities to link systems of
primary care, mental health, housing and other social services.  Approximately 25 to 40 percent of
homeless individuals need programs to help them recover from drug and alcohol-related illness.
Treatment services for the homeless will be increased to $16 million in FY 2002 (+22%).  CMHS will
work with HRSA-funded Community and Migrant Health Centers to conduct outreach and engage
homeless individuals with mental illness and co-occurring substance abuse disorders.

SAMHSA will also double the substance abuse
treatment investment to $12 million for persons
who are re-entering the community from
prisons, jails, or detention centers.  These
projects are crucial for developing systems
linkages and referral resources, increasing
treatment capacity, and providing ancillary
services such as assessment, case management,
education, and aftercare.

Finally, all three Centers will continue efforts to
assist racial and ethnic minority communities which are disproportionally affected by HIV/AIDS.
Over the past several years, SAMHSA resources dedicated to this particular effort have grown to
$92.1 million; total SAMHSA resources for HIV/AIDS programs are estimated at $157.9 million in

The U.S. rate of incarceration is growing by
approximately 7% each year and drugs are
implicated in the incarceration of 80% of the
people in jail.  Studies show that only 27% of
offenders who receive treatment in prison and
after, return to jail, compared to 75%
recidivism for offenders in comparison
groups.
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FY 2002, including those expended through the Substance Abuse Block Grant.  The program is
helping to demonstrate new and innovative strategies to address such problems as the increasing
number of cases attributable to injecting drug use among African Americans.  

Because 50 percent of new HIV/AIDS cases result from substance abuse behaviors, as do 30 percent
of all AIDS cases, it is fair to say that substance abuse prevention represents effective HIV/AIDS
prevention as well.  In this regard, nearly all of CSAP’s program can be viewed as contributing to
SAMHSA’s overall HIV/AIDS program.   CSAP is bringing its prevention expertise to communities
to help stop the increase of HIV infections in minority and other communities.

CLOSING SERVICE GAPS

The service gaps identified above will continue to be addressed in FY 2002 through SAMHSA’s core
service efforts: Targeted Capacity Expansion, the Children’s Mental Health Service program, the
Mental Health Block Grant, and the Substance Abuse Block Grant.  Services supported through these
programs are increasingly encouraged to employ best practices identified by the Agency, and to
document performance through evaluations, outcome measurement, and reporting of core data.  As
with best practices, the manner in which the Agency conducts programs has changed materially over
the past several years, and future changes are imminent.  SAMHSA is currently considering
performance partnership approaches which, if adopted, would involve significant changes in the State-
federal relationship in supporting mental health and substance abuse service delivery.

Mental health service programs will be continued at the current level in FY 2002, including those
requested for State Block Grants, except for $15.9 million provided for one-year congressionally
earmarked projects concluding in FY 2001.  Updates in the distribution formula related to population
and taxable State resources will result in small increases and decreases in State allocations in
FY 2002.  CMHS will also continue the Targeted Capacity Expansion program, “Building Mentally
Healthy Communities,” initiated in FY 2001, with the requested $26.9 million.  This program will
assist cities, counties, and Tribes to provide the services necessary to address serious local or regional
mental health problems through evidence-based prevention or treatment.

In the area of substance abuse prevention, the State Incentive Grant (SIG) program is a highly
efficient mechanism for enhancing State capacity with high quality prevention services.  CSAP will
continue the SIG program by awarding grants to three additional States.  Combined with the 9 new
awards this year, a cumulative total of 40 States will have provided prevention services to nearly
2,700 communities and 1.2 million participants through 2002.  States have achieved dramatic results
through this program by filling gaps in the existing substance abuse prevention system.

There are currently over 2.9 million individuals in the U.S. with severe drug dependence who still
need treatment. The FY 2002 President’s Budget request includes an increase of $100 million over
FY 2001 for substance abuse treatment.   This investment recognizes both the need to address the
continuing social and economic toll of substance abuse on the Nation as well as the proven
effectiveness of substance abuse treatment.  The President’s initiative will allow States and local
communities to provide treatment services to approximately 437,000 individuals, an increase of
16,500 (3.9%) over FY 2001.  The initiative includes $60 million for States within the Substance
Abuse Prevent ion and Treatment Block Grant  (SAPT Block Grant), and $40 million for 54 new
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Targeted Capacity Expansion grants to respond to both emerging and chronic treatment needs which
might not be readily addressed with Block Grant funds.

The Targeted Capacity Expansion aspect of this initiative is comprised of five discrete components.
These include:

• A treatment services component for teens and young adults.   Only one in five adolescents in
need of treatment is now estimated to access it.  Treatment capacity will be established which
includes the appropriate level and intensity of care, and will focus on efficacious treatment for
adolescent alcohol abusers and alcoholics.

• Expanded capacity in the area of adult and juvenile drug courts.  This will support new,
clinically-based treatment and related services to address the gap in available drug court
treatment services.

• Re-entry programs for adolescents returning from detention facilities.  Over one-half of these
young persons are substance abusers or substance dependent.  This component will be
conducted in cooperation with the Departments of Labor and Justice.

• Substance abuse treatment services for the homeless.  This effort will strengthen the treatment
infrastructure and help provide a continuum of care.

• Treatment services for the general populat ion.

IMPROVING DATA SYSTEMS AND MANAGEMENT

The availability of accurate, reliable, and timely data on all aspects of mental health and substance
abuse is critical to all of SAMHSA’s efforts.  National data are used by professionals throughout the
country, as well as within the Agency, to spot trends, ident ify State or regional problems, tailor
appropriate responses, and measure results.  They are extremely valuable to SAMHSA’s federal,
State and local partners in service delivery.  SAMHSA’s data systems represent a valuable resource
of historic trend data which permit detailed, in-depth analyses of the nature of the problems faced.
Such information as the current drugs of abuse, the demographics of mental illness, changes in the
age of onset of tobacco use, and racial/ethnic aspects of mental health and substance abuse all derive
from SAMHSA data programs.

The FY 2002 budget proposes several changes in SAMHSA’s data programs.  First, $12.0 million
formerly budgeted for ongoing operation of the National Household Survey on Drug Abuse
(NHSDA) within the Program Management account is proposed for transfer to the Secretary’s one
percent evaluation funding.  This is consistent with evaluation support currently budgeted for other
HHS data systems.  In addition, three new data activities will be conducted with $17.0 million in
evaluation resources.  These include adding a longitudinal survey of 6,000 youth to the NHSDA to
clarify the development of substance abuse problems in this cohort; adding an NHSDA component
focusing on substance abuse in older populations; expanding the Drug Abuse Warning Network
(DAWN) sample size; and adding a survey of treatment services in correctional facilities to the Drug
and Alcohol Services Information System (DASIS).

Another aspect of SAMHSA’s data program is newly authorized support for development of State
data collection infrastructure.  States vary widely in their ability to collect and report on key
performance measures of their mental health and substance abuse programs.  Data obtained cannot
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be aggregated at the national level.  CMHS is initiating an infrastructure program in FY 2001 to
support awards to all States to improve their data efforts, and the program will be continued with
$6.0 requested for 2002.  CSAT will initiate a similar competitive State data program with $1.0
million in 2002.  States are required to share costs under the fifty percent match requirement of the
statute.

As noted above, SAMHSA staff resources will be maintained at the 2001 level in 2002.  Most
resources necessary to provide pay raise and other built-in increases will be derived from the non-
recurring cost of a one-year project which ends in 2002.  

Maintaining adequate staff support levels is essential to the Agency’s ability to manage an increasing
workload and program portfolio.  New activities require consultation with internal and external
partners, Tribal consultat ions, development and reporting of performance measures, integration of
data systems, and translation and communication of results.  To be done well, these and other
necessary functions are staff-intensive.  The recent growth and expansion of SAMHSA programs -
from youth violence to fetal alcohol syndrome to drug courts - has demanded that SAMHSA recruit
and retain a highly trained professional staff.  Anticipated future retirements and projected losses due
to normal attrition have prompted the Agency to engage in an extensive workforce planning analysis.
This study is expected to result in a blueprint for assuring that SAMHSA continues to possess a well-
trained, capable workforce in the future.
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MENTAL HEALTH SERVICES 
Overview

        

2001 Increase Increase
2000 2001 Current or 2002 or  

  Actual   Appropriation  Estimate  Decrease  Estimate  Decrease
            
PRNS . . . . . . . . . $136,733,000 $203,674,000 $203,499,000 +$66,766,000 $187,599,000 -$15,900,000
Child MH . . . . . . . 82,677,000 91,763,000 91,694,000 +9,287,000 91,694,000 —
P & A . . . . . . . . . . 24,903,000 30,000,000 30,000,000 +5,097,000 30,000,000 —
PATH . . . . . . . . . . 30,883,000 36,883,000 36,855,000 +5,972,000 36,855,000 —
MHBG . . . . . . . . 356,000,000 420,000,000 420,000,000 +64,000,000 420,000,000 —
    Total, CMHS . $631,196,000 $782,320,000 $782,048,000 +$150,852,000 $766,148,000 -$15,900,000

SAMHSA’s Center for Mental Health Services (CMHS) manages grant programs which improve the
lives of adults who have serious mental illness and children with serious emotional disturbances.  The
CMHS serves as the federal focal point for knowledge development and application of research-
based, community-focused mental health services, which represent the legacy of decades of work to
create an effective community-based mental health service infrastructure throughout our Nation.  The
people most affected by the work of CMHS include some of the Nation’s most underserved and at-
risk populations over their life span, such as racial/ethnic minorities, women, young children and their
families, older adults, those who suffer from disasters,  individuals who are homeless, and refugees.

The President’s New Freedom Initiative recognizes that providing community-based care for persons
with disabilities is critical in promoting their maximum independence. This Initiative is synergistic with
CMHS efforts to  tear down the barriers that face many Americans with disabilities and support fully
integrated community-based service settings for individuals with disabilities.

In 1996, the World Health Organization (WHO) issued a landmark document, The Global Burden
of Disease, which quantified the overall burden of disease from all causes.  This report identified
mental illness as the second leading cause of disability and premature mortality in the United States.
Collect ively, mental disorders account for more than 15 percent of the overall burden of disease from
all causes, slightly more than the burden associated with all forms of cancer.   In 1996, economists
indicated  the direct costs of mental health services in the U.S. were $69 billion with indirect costs
being $78.6 billion.  More than 80 percent of these indirect costs result from disability, not death, and

GPRA goals:
< Assure service availability
< Meet unmet and emerging needs
< Bridge the gap between knowledge &

practice
< Strengthen data collection to improve

quality & enhance accountability
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are associated with lost productivity at work, school, and home - areas targeted by SAMHSA’s
prevention and health promotion agenda.

The first Surgeon General’s Report on Mental Health published in December 1999, estimates that 22
to 23 percent of the U.S. adult population or 44 million adults have diagnosable mental disorders
during any 12-month period. 

This report further confirms that although more than one in five Americans experiences a mental
disorder during the course of a year, nearly half of all Americans with a severe mental illness do not
seek treatment.  Additionally, a range of 25 to 40 percent of the individuals with a mental illness will
have some contact with the criminal justice system, while 16 percent of all individuals incarcerated
in State and local jails have a serious mental disorder.  Of the 600,000 individuals who are homeless
on any given night, approximately one-third have a severe mental illness.  Equally alarming are the
suicide statist ics with approximately 30,000 Americans committing suicide annually, including 4,500
children and adolescents.  Furthermore, the Surgeon General’s report estimates there are 6 to 9
million children and adolescents in the United States with serious emotional disturbance, with about
20 percent of children having mental disorders with at least mild functional impairment. 

According to the Surgeon General’s Report, members of diverse ethnic-cultural groups are less likely
to receive appropriate mental health care than are members of the population as a whole. Similar
disparities have been identified in other health care areas.  A Federal priority is to reduce disparities
in both mental and physical health and health care throughout the Nation.  A supplement to the
Surgeon General’s 1999 Report on Mental Health will summarize available knowledge with regard
to unmet need for mental health care of ethnic/culturally diverse groups within the U.S. and will
discuss promising directions for improving research and services to diverse populations.

The Surgeon General’s Report highlights a strong consensus among Americans of all walks of life
that our society no longer can afford to view mental health as separate and unequal to  general health.
It cites extensive research that supports the effectiveness of mental health treatment and the
availability of a range of treatments for most mental disorders.  The Surgeon General’s report
acknowledges that despite the effictiveness of treatment  opt ions, half of all Americans who have
severe mental illness do not seek treatment.  Stigma associated with mental illness is identified as the
foremost reason for such reluctance to seek treatment.  Stigma erodes confidence and it leads people
to avoid socializing, employing or working with
or living with or near persons with a mental
disorder.

‘Youth Violence: A Report of the Surgeon
General’ released January 17, 2001, states  that
the youth violence epidemic is not over and
that effective prevention programs exist.
According to the Surgeon General, “The most
urgent need now is a national resolve to
confront the problem of youth violence
systematically using research-based approaches
and to correct damaging myths and stereotypes

Selected Findings on Youth Violence

1. Youths who commit violence before age 13
generally commit more crimes and more serious
crimes for a longer time

2. The most highly aggressive children or ch ildren
with behavioral disorders do not become serious
violent offenders

3. 30% - 40% of male youth commit a serious violent
offense by age 17

4. 15%-30% of female youth commit a serious
violent offense by age 17
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that interfere with the task at hand. ... This report confirms that, as a nation, we possess knowledge
and have translated that knowledge into programs that are effective in preventing youth violence.
...Therefore, we cannot afford to waste resources on ineffective or harmful interventions and

strategies-or to further jeopardize the well-being of youth who may be assigned to  ineffective
programs.”

In December 2000, the Government Accounting Office released to the U.S. Senate Committee on
Finance, a report entitled, “Community-Based Care Increases for People with Serious Mental Illness.”
This report validated SAMHSA’s approach by recognizing the need for community-based services
that give ongoing support to adults with serious mental illness (SMI).  The report concludes, “These
services are especially critical for people making the t ransition from institutions to the community,
to help prevent their becoming homeless or returning to institutions. ...homeless people with SMI
especially need to receive a range of mental health, substance abuse, social support, and housing
services to function in the community, and it is important for providers to link these services
effectively.”

As a Nation, we have the knowledge to respond
effectively and respectfully to the needs of
persons with mental illness yet, there is a lack of
consistent attention to the promotion of mental
health and prevention or worsening of mental
illness.  The lingering stigma and discrimination
attached to individuals with mental illness
contribute to the myth that people do not
recover.  Until recently, sufficient evidence on
effective science approaches was sparse.  We

Children and Violence

CMHS is fully committed to the prevention of youth violence and the promotion of healthy
development and to intervene with families, schools, and communities where violence has
already occurred.  The Center has developed many violence prevention and treatment
programs, such as the interagency partnership with the Departments of Education, Justice, and
Labor (Safe Schools/Healthy Students Program), and promotes comprehensive, integrated,
community-wide strategies with the goal of fostering school safety and healthy youth
development.  School and community mental health preventive and treatment interventions are
core ingredients of this effort.

The CMHS website  (http://www.samhsa.gov or http://www.mentalhealth.org) contains full
program descriptions and grant opportunities for schools, community groups and others to
obtain Federal assistance.

Core Client Outcomes are:

T Reduced Use of Alcohol or Illegal
Drugs

T Stable Living Environment
T Attending School
T Employed
T Reduced contact with Criminal

Justice System
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now know that promotion, prevention, treatment and recovery are inextricably linked.  The good
news is that people who once were thought to be on a deteriorating, chronic course are now holding
jobs, living in the community, getting and staying married, and fully participating in our society.  As
stated in the Surgeon General’s Report, the majority of individuals with mental illnesses now can be
successfully treated.  CMHS will meet the challenge to engage and keep people in treatment, while
ensuring high quality, culturally and linguistically appropriate, least restrictive services for individuals
with mental illness and work simultaneously with families and other caregivers, providers, educators,
researchers, and others.  The FY 2002 budget builds upon findings in the 1999 and 2001 Surgeon
General’s Reports, as well as successfully funded programs and Healthy People 2010 nationwide
goals.

The mental health service system in the United States represents a complex connection of many
competing components, including specialty-general health, health-social welfare, criminal and juvenile
justice, education, housing, public-private sector payors, and others.  Consequently, care may be
fragmented and compartmentalized, and create barriers to  access.   Coupled with this complexity is
the financing of services that often comes from different, opposing sources resulting in competitive
funding incentives.  The Surgeon General’s Report confirms that the current service delivery system
does not reflect our research-based capabilities to identify, treat, and at times, prevent mental
disorders.  This Administrat ion will establish a Commission to review the mental health service
delivery system to address these concerns.

Through diverse and emerging prevention, treatment and recovery strategies, SAMHSA will continue
to improve access to quality mental health care services.  One recent event  having a profound
influence on access is the Supreme Court decision in Olmstead v. L.C., 119S.Ct.2176 (1999), which
interpreted Title II of the Americans with Disabilities Act (ADA) and established that unnecessary
segregation of individuals with disabilities in institutions - including State psychiatric and other long
term care facilities - constituted discrimination.  To remedy this discrimination, the court found that
the ADA requires States to serve people with disabilities in community-based settings when
appropriate and reasonable. This ruling affects individuals who had been institutitionalized and at-risk
of re-institutionalization, as well as individuals who are at-risk of institutionalization because of the
lack of community-based services.

Having multiple “portals of entry” to treatment must not  remain a barrier to access.  Accordingly,
SAMHSA will continue to ensure services through all doors; “Every door... an open door” can exist
when primary health care, schools, child welfare, and other systems.  The stigma that follows
individuals seeking mental health services can be overcome  as SAMHSA advances linguistically and
culturally competent services that will ensure  “a system for all.”

Advances in mental health have yielded extraordinary understanding of mental illness and the
accompanying services required for treatment, preventive intervention, and recovery.  SAMHSA
continues to work to affirm mental health as the cornerstone of health so that consumers of mental
health services will be assured of consistently high quality,  culturally appropriate and respectful,
affordable, accessible, community and evidenced-based services.
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CENTER FOR MENTAL HEALTH SERVICES
1.  Programs of Regional & National Significance (PRNS)

Authorizing Legislation - Section 501, 520, 581, 582 and 1971 of the PHS Act.

        

2001 Increase Increase
2000 2001 Current or 2002 or  

  Actual   Appropriation  Estimate  Decrease  Estimate  Decrease
            
Best Practices . . . $58,516,000 $61,878,000 $61,720,000 +$3,204,000 $54,660,000 -$7,060,000
TCE . . . . . . . . . . . . . . . . . . — 35,014,000 35,014,000 +35,014,000 26,939,000 -8,075,000
Child & Violence . 78,217,000 90,000,000 90,000,000 +11,783,000 90,000,000 —
Child & Trauma . . . . . . . . — 10,000,000 10,000,000 +10,000,000 10,000,000 —
State Data Infrast . . . . . . . — 6,782,000 6,765,000 +6,765,000 6,000,000 -765,000
    Total . . . . . . . . $136,733,000 $203,674,000 $203,499,000 +$66,766,000 $187,599,000 -$15,900,000

2002 Authorization . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Such Sums as Necessary

Purpose and Method of Operation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

CMHS addresses priority mental health care needs of regional and national significance through
developing and applying best pract ices, training and technical assistance, targeted capacity expansion
and changing the service delivery system through family, client-oriented and consumer run activities.

CMHS accomplishes its mission of improving services for persons with or at risk of mental illness by
using a comprehensive st rategic approach to service development.  The strategy provides for three
broad steps: (1) developing an evidence base about what  services and service delivery mechanisms
work; (2) promoting community readiness to adopt evidence based practices; and (3) supporting
capacity development. 

A.  Developing and Applying Best Practices

Since inception of the Knowledge Development and Application (KDA) program in 1996, a number
of important advances have been made:

1.  Mental Health Knowledge Development portfolio has diversified and matured.  We now
understand: 

< Medicaid Managed Care affects delivery of services to children with Serious Emotional
Disturbance and adults with Serious Mental Illness populations;

< The effect iveness of selected methods for avoiding homelessness among seriously mentally ill
populations;

< The effectiveness of mental health interventions for homeless families, and in particular, treatment
for homeless mothers and how it impacts their children;

< The impact of the supported housing model compared to traditional group living arrangements;
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< The effectiveness of various diversion mechanisms that engage persons involved in the criminal
justice system in integrated t reatment for co-occurring disorders;

< How to reduce HIV risk in at-risk populations, and in particular, women and young adults;
< The complementary effects of consumer-operated self-help programs when added to mainstream

mental health services;
< The effectiveness of integrated mental health, substance abuse and trauma services for women

who have been physically and/or sexually abused;
< The effectiveness of integrated treatment versus specialty referral for elderly persons needing

mental health or alcohol abuse treatment who were identified in the primary health care system;
and,

< The effect of HIV/AIDS Mental Health integrated treatment on treatment adherence, health
outcomes, and overall costs.

The CMHS portfolio responds to the vast array of information most needed to improve services for
the Nation’s most vulnerable and least-served populations.  Findings from these programs are
currently being used throughout the country to strengthen the treatment services delivery system. 

Additional studies are nearing completion:

< The Jail Diversion Study, comparing the effectiveness of pre- and post- booking diversion
programs at 9 sites located across the United States.  Notable programs are the Memphis,
Tennessee “Crisis Intervention Trained” police officer model and the Maryland “Phoenix Project”
model for women and their children.  A “Policy Analysis Committee” has been formed to examine
the role of diversion in increasing access to care, and the effect of coercion on short-term
outcomes.

< The Employment Intervention Demonstration Program has completed data collection and is now
the largest existing database on ways to help people with serious mental illness work.  As the
Ticket to Work and Work Incentives Improvement Act of 1999 is implemented, this high-quality,
comprehensive database on support ing working people with psychiatric disabilities provides a
national treasure of information. During this program, participants earned over $5 million and
contributed over 863,000 hours of productive work to the Nation’s economy,  demonstrating that
people with the most severe and persistent mental illnesses are able to work and be productive
citizens.

Program to Prevent Homelessness resulted in:
T Fewer Days Spent Homeless
T Greater Reductions in Symptomatology
T Improved Quality of Life
T A Model Way to Eliminate Homelessness

(Consumer Preference Independent Living)
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< Evaluation of Housing Alternatives Program examines the effectiveness of different housing
approaches for persons with serious mental illness comparing the effect iveness of housing
alternatives and the effects of housing on residential stability and resident satisfaction.

< The Consumer-Operated Services Program (COSP)  evaluates the extent to which mental health
consumer-operated services (COS) are effective in improving the outcomes of adults with serious
mental illness when used as an adjunct to traditional mental health services (TMHS).  Its multisite
design includes randomization of participants to either COS plus TMHS or TMHS alone.  (The
largest study of its kind with many features built  into the design to ensure a high level of scientific
rigor. CMHS has also made considerable progress creat ing productive partnerships among
consumers, service providers, and researchers.)  

< PRISMe:  Primary Care Research In Substance Abuse & Mental Health Services  for the Elderly
is evaluating alternative models of delivering and financing mental health and/or substance abuse
services for older adults through primary health care.  By the end of May 2001, over 50,000
individuals over 65 will be screened in primary care settings for MH/SA problems.  Four Federal
agencies are actively collaborating on this program bridging mental health, substance abuse,
primary health and aging: SAMHSA, the Department of Veterans Affairs, the Health Care
Financing Administration, and the Health Resources and Services Administration. 

2. Knowledge application tools have been created and tested.

CMHS has supported service improvement in more than 100 specific communities.  Through
the Community Action Grant Program, CMHS is supporting 104 projects in 37 States that are
working hard to put evidence-based practices into use for people with mental illness and children with
serious emotional disorders.  This program continues the service improvement strategy of supporting
local sponsors of services to build consensus and elicit decisions to implement exemplary practices.

   Local communities are best  able to identify evidenced based practices that work for them,
adapt them to meet their needs, overcome all barriers to implementation of these practices and
to implement and support these practices through local resources.

Some of examples of these innovative and highly successful projects include:

Courts Systems  - In the State of Texas, the legislature is currently considering bills to improve
the quality and effectiveness of insanity evaluations; to divert mentally ill persons from the court
system into the treatment system; and to create a taskforce appointed by the Lieutenant Governor
to review the methods and procedures used to evaluate a criminal defendant’s competency to
stand trial.

Homelessness -  In San Mateo and Marin, California, people who are homeless and mentally ill
are receiving multidisciplinary and integrated services that link them to decent housing, health
care, treatment, and supportive services.
Children and Adolescents  -  In Tampa, Florida, the Family Services Association, the Hispanic
Services Council, and the Louis de la Parte Florida Mental Health Council at the University of
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Florida are implementing a System of Care model for Hispanic children with serious emotional
disturbance and their families.  The Georgia Parent Support Network, Inc. has joined the Mental
Health Association of Georgia to implement WrapAround Services for children with serious
emotional disturbance and their families.

Knowledge Exchange Network
The CMHS National Knowledge Exchange Network provides a wide range of information about
mental health treatment and services to consumers, their families, the general public, policy makers,
providers, and researchers.  Since an estimated 50 million Americans experience a mental disorder
in any given year and only one-fourth of them actually receive services, making information available
is critical to help them seek and get the help they need.
Requests for information have increased dramatically over the past  5 years, as have CMHS web
training sessions (see figures 1 and 2).  Our goal is to increase the number of web sessions and
information requests by 10 percent per year.  For more information, see the Government Performance

and Results Act section.

State Mental Health Plans
Together with the National Association of Mental Health Planning and Advisory Councils, CMHS
plans to disseminate knowledge development findings and provide technical assistance to planning
and advisory council members across the country to ensure state-of-the-art mental health plans are
developed in each State.  Topics of brochures for 2001 are Co-Occurring Substance Abuse and
Mental Health Disorders and Employment for Persons with Psychiatric Disabilities.

Tool kits
CMHS is also developing Evidence-Based Tool kits to encourage mental health providers to adopt
evidence- based treatments in clinical settings. Six tool kits will be developed by teams of experts in
the practice areas of: 1) Assertive Community Treatment, 2) Supported Employment, 3) Medication
Algorithms, 4) Family Psychoeducation, 5) Illness Self-Management Training, and 6) Integrated
Substance Abuse and Mental Health Treatment.  Each tool kit team is advised by a consensus panel
composed of mental health consumers, providers, administrators, and medical records/quality
improvement specialists.  Consumer materials will be made available in both English and Spanish.
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Technical assistance has been provided to thousands of communities, programs, providers,
consumers and families:

< The National Technical Assistance Center for Children's Mental Health continues to make
significant advancements in the children's mental health field. Included in their accomplishments
are: a 1,700 part icipant System of Care Institute focused on developing and emerging policy in
Children's Mental Health; a Policy Academy attended by 5 State delegations to help develop
policy strategies; and two Leadership Academies held with parent/professional leaders within the
Comprehensive Community Mental Health Services for Children and Their Families Program.
Finally, a new Promising Practices Document was developed focusing on maximizing the use of
data to promote the community-based Systems of Care for children who have mental health
disorders. 

< The Statewide Family Network Program has given families a voice in providing services to their
children.  These grants have three goals toward which each of the grantees are working:

1. Strengthening Organizational Relationships.  Supporting the involvement of families at 171
policy tables across the country, grantees have demonstrated their dedicat ion to this goal by:

- 18% report work on addressing issues of seclusion and restraint
- 25% report work on custody relinquishment
- 32% report work on support of mental health parity

2. Fostering Leadership and Management Skills. Grantees have attended the “Leadership
Academy” through Georgetown University and used the strategies learned to increase State
funding for cultural and ethnic minority outreach; publishing materials in various languages
and formats; using translators; and recruiting trainers from all ethnic and socioeconomic
communities.

3. Transferring Knowledge.  Statewide Family Network funds have improved existing products
such as brochures, newslet ters, and websites and provided resources for greater distribution.
Grantees have sponsored and/or co-sponsored 142 conferences with funding from the
Statewide Family Networks.

Consumer-run technical assistance centers have helped thousands get their voices heard.  
These centers provide assistance through various ways. 

< One center conducted an exemplary Leadership Academy in 14 States, serving approximately 550
individuals. Five of those States have been west of the Mississippi.  Seven States have
participated in educating at least 80 potential trainers for their own future Leadership Academies.
Of these States, five have conducted subsequent training.  With ongoing assistance, three States
have formed Statewide networks:  Massachusetts, Maine, and Virginia.  Eight States have
worked  with the centers to develop their vision, mission, and values statements. 

< Another center distributed over 900 copies of its peer support manual and conducted peer
support t raining in two States.  Thirty seven individuals were trained as enhanced peer-support
facilitators and each of them will be a resource for on-site peer-support efforts.
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< Another center developed the Personal Assistance in Community Existence (PACE) program
based on the Empowerment Model of Recovery.   This center has written and distributed a PACE
manual and has given PACE/Recovery training to consumers, family members, professionals and
lawmakers in 15 locat ions across the country.  States such as New York, California, Texas,
Colorado, and Connecticut are working towards setting up PACE programs. Interest in start ing
PACE/Recovery programs is growing throughout the U.S., Canada and Europe.

< It is typical for centers to process approximately 200 requests per week for topic-based tool kits.
Tool kit topics include: Advance Directives, Recovery and Empowerment, How To Start a Peer
Support Group, and How to Organize and Run a Consumer Conference.  One technical assistance
center  website contains a variety of articles as well as a means of ordering materials. There are
an average of 35,000 visits per  month to the website and the newsletter has a readership of
45,000.  This center distributed 25,000 audiotapes of workshops, keynote speeches and institutes
from the annual national consumer conferences, Alternatives. The most recent Alternatives 2000
conference was attended by 600 consumers, representing 40 States and 7 countries. Products
from the centers have been translated into Spanish, Hebrew, French, Hungarian and Japanese. 

CMHS contributes to the Nation’s response to HIV/AIDS through education and services.  
SAMHSA/CMHS will continue  the Treatment Adherence, Health Outcomes, and Associated Costs
Program, a collaborative effort with HRSA, NIMH, NIAAA and NIDA, through FY 2002. Three
major professional organizations received CMHS support to assure that mental health professionals
are appropriately trained to address the psycho-social and the neuropsychiatric aspects of HIV/AIDS.
In addition,  a new five year direct services HIV/AIDS program supports community-based efforts
to provide direct   mental health services for people living with HIV/AIDS, especially people of color.
This direct services program has a training component that targets both traditional and nontraditional
mental health care providers, and, again, will target primarily the needs of people of color.

Lessons learned are being put into practice in Criminal Justice.  A number of activities are
applying the knowledge gained from programs that divert individuals with mental illness and
substance abuse from jail and of other successful efforts to help people with these dual disorders
reenter the community after being incarcerated.  A group of national mental health organizat ions is
using this knowledge base to develop strategies for implementing evidence based treatment models
for mentally ill offenders.  Lessons learned about jail diversion programs are being incorporated into
technical assistance and training strategies and in the implementation of both pre-booking and
post-booking diversion programs.  Other lessons learned are used in the development of reentry
programs supported by the Department of Justice.

In FY 2001, another round of three year  Circles of Care grants supported  American Indian/Alaska
Native tribes to develop strategies for improving mental health services to Native children. Also,
CMHS initiated a new three year grant  program to certify and evaluate the effectiveness of suicide
hotlines. 

B.  Training
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In FY 2001, CMHS launched a new program entitled Exemplary Alternatives to Seclusion and
Restraint of Children & Youth.  This program provided $2,000,000 to demonstrate and evaluate the
appropriate use of seclusion and restraint as well as establish a technical assistance center for a 3-year
period.  The nine sites are required to demonstrate the effectiveness of exemplary alternatives in the
use of seclusion and restraint in mental health programs serving children and youth by using existing
practices or newly developed ones.  A resource manual that describes the appropriate use of seclusion
and restraint developed by the demonstration sites will be published and distributed to child and youth
mental health programs.  

The Children’s Health Act of 2000 changed the Minority Fellowship Program (MFP) in two ways:
(1) eliminated the payback requirement for new students and; (2) post doctoral students are now
eligible for support. The MFP facilitates both the entry of ethnic minority and other students into
mental health careers and increases the number of nurses, psychiatrists, and social workers trained
to teach, administer, and provide direct mental health and substance abuse services to ethnic minority
groups.  SAMHSA is committed to services that are professional, competent and effectively meet the
critical mental health and substance abuse prevention and treatment needs of the Nation’s diverse
population. 

C.  Targeted Capacity Expansion

In FY 2001, CMHS started a new effort entitled, “Building Mentally Healthy Communities,” designed
to increase the capacity of local communities to provide prevention and treatment services to meet
emerging, unmet mental health needs.  The program helps cities, counties and tribal governments to
provide the services necessary to address serious local or regional mental health problems through
evidence-based prevention and treatment interventions.  Priority populations include: infants,
toddlers, preschool and school-aged children and adolescents; homeless adults and families; persons
with co-occurring serious mental illness and substance abuse disorders; adults in the criminal justice
system and/or in jail diversion programs; and youth in the juvenile justice system with emotional or
psychological problems and/or behavioral disorders.  Within this program $2.5 million is set-aside for
projects targeting a reduction in racial/ethnic disparities in the availability of and access to mental
health services, a significant problem highlighted by the Surgeon General’s Report on Mental Health
and the Healthy People 2010 mental health goals.  

Also, CMHS provided support to the Department of Justice, Bureau of Justice Assistance for their
re-entry program.  This program provides services to adults with serious mental illness who are
depart ing the criminal justice system.
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D.  Children and Violence

In February 2001, the Surgeon General published a report titled Youth Violence: A Report of the
Surgeon General (2001).  According to this Report, youth violence is a high-visibility, high-priority
concern in every sector of U.S. society.  No community, whether affluent or poor, urban, suburban,
or rural, is immune from its devastating effects.  Research clearly demonstrates that prevention
programs and strategies can be effective against  both early- and late-onset  forms of violence in
general populations of youths,  high-risk youths, and even youths who are already violent or seriously
delinquent. Most highly effective programs combine components that address both individual risks
and environmental conditions, particularly building individual skills and competencies, parent
effectiveness training, improving the social climate of the school, and changes in type and level of
involvement in peer groups.

A central component of CMHS’ youth violence prevent ion effort  is the "Safe Schools/Healthy
Students" program, a collaborative effort of the Federal Departments of Education, Justice, Labor
and Health and Human Services. Beginning in September 1999, individual grants of $1 to $3 million
were awarded to 54 local education authorities that have forged unprecedented, formal partnerships
with local mental health and law enforcement agencies. Through these partnerships, comprehensive
plans are being implemented to promote healthy development, foster resilience in the face of
adversity, and prevent violence. The plans cover six primary areas: (1) school safety, (2) alcohol and
other drug and violence prevent ion and ear ly intervention programs, (3) school and community
mental health prevention and treatment services, (4) early childhood psychosocial and emotional
development programs, (5) education reform, and (6) safe school policies.  An additional 23 sites
were funded in FY 2000 and, in FY 2001, CMHS funded 22  new sites.  The demand and competition
for participation in the program has been tremendous; solicitat ions for the program have resulted in
hundreds of applications, pointing to the willingness, readiness, and commitment of schools and
communities to mobilize around addressing the complex problem of violence among youth. 

CMHS takes a multi-level approach to addressing the youth violence crisis.  Through its Youth
Violence Prevention Grant program, CMHS supports communities, including faith-based
organizations, around the country to implement and evaluate programs designed to prevent  violence
and suicide, and promote healthy mental development in their schools.  This program requires
grantees to first build community-based consensus and collaboration in order to be able to establish,
implement, and sustain evidence-based youth violence prevention programs.

In order for collaborative, community change efforts to be successful, we must also develop and bring
together public service systems that support healthy development in youth, neighborhoods, and
communities.   In FY 2000, CMHS awarded grants to States and local governmental entities to
promote mental health and prevent violence and substance abuse among youth.  The grants support
the development of self-sustaining coalitions between State and local governments with community
service delivery systems, in order to promote community-wide understanding of youth problem
behaviors and approaches to violence prevent ion.  The grants also assist communities in assessing
youth behavioral problems, identifying risk and protect ive factors for such problems, and evaluating
the availability of and gaps in needed services.  
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In addition to involving families in school programs, it is also critical that parents make time at home
to communicate on a regular basis with their  children.  Over 12,000 high school youth were
interviewed about  their violent behavior, delinquency, substance abuse and school failure.  They
identified two crucial factors significantly associated with youth staying out of trouble (1) a positive
association with school and (2) a strong connection between parents and youth.  Parents who talk
with their children about what is happening in their lives are better able to guide their children toward
more positive, skill-enhancing activities and friendships while imparting their family's values.  Based
on these findings of the School Violence Prevention Program, CMHS  launched the communication
campaign Make Time to Listen, Take Time to Talk, 15+ in partnership with WJLA-TV/7 in
Washington D.C.  The campaign is designed to provide practical guidance to parents and caregivers
about how to create the time to listen and take the time to talk at least 15 minutes or more every day
with their children.

The CMHS Emergency Services and Disaster Relief program is collaborating with the Department
of Education on their new effort Project SERV - School Emergency Response to Violence - in FY
2001.  CMHS will address the mental health services needed when a violent and traumatic incident
occurs affecting a school community.  CMHS will build upon its formal interagency agreements with
the Department of Justice, Office for Victims of Crime and the Department of Veterans Affairs,
National Center for Post Traumatic Stress Disorder to develop mental health response protocols,
training, technical assistance and consultation to meet both the immediate and long term mental health
needs of the impacted school communities.

Youth violence is a complex and persistent problem that requires a sustained commitment of
attention, effort, and resources if it is to be ameliorated.  Our nation’s schools and communities have
shown us that with the right partners and with comprehensive approaches, we can build strong
communities and neighborhoods that support the healthy development of children and youth and
prevent youth violence and suicide. 

E.  Children & Trauma

Much recent media attention has been paid to violent acts committed by youth, especially in schools,
but relatively little attention has been paid to the effects the witnessing of violence can have on
children and adolescents.  Research on the differential effects of violence and various types of
violence, as well as what treatment approaches work with children who have been traumatized by
violence, is scant.  However, there is clear evidence that exposure to or involvement in violence can
disrupt normal development of both children and adolescents with profound effects on their mental,
physical, and emotional health.  

CMHS National Child Traumatic Stress Program will 1) improve the quality, effectiveness, and
availability of therapeutic services delivered to traumatized children and adolescents, 2) further the
understanding of the individual, familial, and community impact  of child and adolescent  traumatic
stress and the methods used to prevent its consequences, and 3) reduce the frequency and
consequences of traumatic events on children and adolescents through greater public recognition of
the issue, deeper understanding of their sequelae, and improved prevention and treatment services.

F.  State Data Infrastructure
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The Children’s Health Act of 2000 authorizes SAMHSA to implement a Data Infrastructure program
which provides grants to all States and Territories for the purpose of improving their infrastructure
capability to report uniform data, especially data collected on performance indicators.    

One of the conditions for receiving a grant was that all States and Territories must agree to gather
and report to CMHS  uniform data as requested in the mental health block grant  application effective
fiscal year 2002. With these data, for the first  time CMHS will be able to determine the gaps in the
public service delivery system, capacity to provide the service, and the quality and effectiveness of
the service provided.

Programs of Regional & National Significance
Program Distribution of Funds

(dollars in thousands)

FY 2000 FY 2001 FY 2002

Homeless . . . . . . . . . . . . . . . . . . . . . . . . $8,486 $9,890 $ 5,736
HIV/AIDS . . . . . . . . . . . . . . . . . . . . . . . 7,980 11,118 13,035
Community Support Programs for Adults 22,615 33,415 24,261
Children, Adolescents & Their Families . 10,774 24,931 23,001
Children & Violence . . . . . . . . . . . . . . .    78,217    90,000    90,000
Local Service Expansion . . . . . . . . . . . . —  9,021  9,021
Prevention/Early Intervention . . . . . . . . —  5,510 5,510
State Data Infrastructure . . . . . . . . . . . . — 6,765 6,000
Other . . . . . . . . . . . . . . . . . . . . . . . . .           8,661             12,849     11,035

 Total . . . . . . . . . . . . . . . . . . . . . $136,733 $203,499 $187,599

Funding levels for the past five fiscal years were as follows:

Funding FTEs

1997.......................   $57,964,000 ---
1998.......................       57,964,000 —
1999.......................   96,419,000 ---
2000....................... 136,733,000 ---
2001.......................       203,499,000 —

FY 2002 Priority Investments . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

The total amount available for new priority investments in FY 2002 is approximately $39 million.
Of this amount, $18.7 million will be available for programs which develop and apply best mental
health practices and $20.3 million will be used to augment the Children and Violence Program. 
These resources are available within the mental health services discretionary program as a number
of projects conclude in FY 2001.  Over the coming year, CMHS will continue to consult with its
partners and stakeholders to assure that available resources are directed to meet the most pressing
needs of the mental health community. The programs proposed for funding below reflect the current
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professional judgement of the agency and its partners regarding the most pressing mental health
program needs for FY 2002.

Developing and Applying Best Practices
CMHS will issue grant announcements for $18.7 million for the Community Action, Conference
grants, Consumer and Consumer Supporter Technical Assistance Centers, Workforce Training, and
Youth Transition Services grant programs for $11.3 million.  Also contracts will be awarded in the
areas of disaster consequences, consumer literacy,  support for Best Practices, and other recurring
program support activities.  In addition, through interagency agreements, CMHS will collaborate with
Health Resources Services Administration to support mental health services under the Community
Health Centers and the Department of Education to continue support of the research and training
centers.  These contract activities will total an estimated $7.4 million. 

Disaster Consequences
SAMHSA’s long standing involvement in the response to the emotional consequences of natural
disasters has repeatedly reinforced the importance of understanding and responding to the
psychological effects of such events.  Experience in Oklahoma City following this Nation’s most
significant terrorist crime has shown us that man-made disasters result in more frequent, longer
lasting, and more severe mental health consequences.  Terrorist incidents have an impact on persons
and communities that are far greater than the loss of life and property might suggest.  Yet, this same
experience revealed the gaping deficit in our ability to predict, plan for and respond to the terrifying
possibility of a biologic, chemical or radiologic terrorist act.  More than five years later, the first
responders to the Oklahoma City bombing still have continuing mental health difficulties.

There is every reason to believe the terrorist use of biologic weapons will impact the  mental health
of communities in a manner far greater and substantially different from that seen even in Oklahoma
City.  The behavioral health impact of a significant bioterrorist event will produce the most numerous,
most long term, and most wide spread, and most expensive consequences of all health impacts.  The
subsequent modification of social, economic, and cultural patterns will likely be felt for generations.

In addition to natural disaster response training, in FY 2002, CMHS proposes to initiate a wide
variety of consultations, training packages and hands-on training opportunities to States to heighten
awareness and preparedness to  the mental health effects imposed by the threat and reality of disaster
consequences. In the future, CMHS will expand knowledge about the social and psychological
ramifications of disaster consequences and
disseminate findings and recommendations for
action at the national, State and local levels.
CMHS plans to award 2 contracts for a total of
$1.0 million.

Consumer Literacy - Barriers to Treatment
The President’s New Freedom Initiative will
ensure that all Americans have the opportunity
to learn and develop skills, engage in
productive work, choose where to live and
participate in community life.   It will expand

Nearly 50 percent of all Americans who
have a severe mental illness do not seek
treatment.

An explicit recommendation from the
Surgeon General’s Report on Mental Health
is ‘seek help if you have a mental health
problem or think you have symptoms of a
mental disorder.’ 



66

research in and access to assistive and universally designed technologies, further integrate Americans
with disabilities into the workforce and help remove barriers to participation in community life.

Foremost among the barriers to  treatment is stigma.  The Nation needs to confront the attitudes, fear,
and misunderstanding about mental health and mental illness.  The Surgeon General’s Report
recognizes the growing role that consumers have in reducing stigma and improving service outcomes.
In FY 2002, SAMHSA plans to spend $2 million to fight stigma and raise consumer literacy through
education to take down the barriers to treatment. 

In March 2001 CMHS is convening a national mental health symposium “Spring to Action” to
address discrimination and stigma.  The symposium is an opportunity to learn what works and what
does not work on this issue, how exemplary practices can be disseminated and replicated, and what
it would take to implement a national endeavor.

In FY 2002, CMHS plans to implement recommendations and suggestions developed at the March
2001 symposium to address discrimination and stigma; to develop and implement a  Mental Health
Public Awareness Campaign to demonstrate effective public awareness approaches on mental health
issues; and to increase the knowledge and skills of mental health consumers to promote adequate,
appropriate, and effective mental health services. 

Community Health Center Project with the Health Resources and Services Administration 
This project will build capacity within HRSA-funded Community and Migrant Health Centers to
conduct outreach and engagement to homeless individuals with mental illness and co-occurring
substance use disorders.  In conjunction with a $100 million HRSA effort to expand mental health
capacity in their Community and Migrant Health Centers, CMHS will provide $1.5 million of funding
as well as technical assistance and program guidance regarding the implementation of effective
strategies for meeting the mental health needs of individuals who are homeless and receiving health
services in these public sector agencies.

Consumer and Consumer Supporter Technical Assistance Centers
CMHS staff met with consumers at the Alternatives 2000 Conference and with the CMHS National
Advisory Council Sub-Committee on Consumer/Survivor Issues.  As a result it is evident that there
is a demand and need for regional and local technical assistance which is not being sufficient ly met.
In FY 2001, CMHS plans to review the technical assistance needs and implement an evaluation of
the existing technical assistance response capability.  In FY 2002, CMHS proposes a national
competition for long term funding of consumer technical assistance centers and technical assistance
to consumer supporters.  CMHS plans to award 5 grants for a total of $2.0 million.

Workforce Training
According to the upcoming supplement to the Surgeon General’s Report on Mental Health on Race,
Ethnicity and Culture, ethnic and racial minority adults and children bear a disproportionate burden
from mental illness and serious emotional disturbance.  While racial and ethnic minorities continue
to increase in absolute numbers and as a proportion of the general populat ion (nearly 25%), the
number of professionally trained minority mental health providers (approximately 8%) is not
increasing at the same rate.
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The goal of the workforce program is to develop strategies for building capacity in the public mental
health system to serve racial and ethnic minority adults, children and families using state-of-the-art
treatment approaches. This effort will target consumers, families and other para-professionals,
students in non-traditional mental health training programs such as primary care residents, case
managers, teachers, substance abuse counselors, and front line mental health providers (both
professional and paraprofessional) already working in hospitals, managed care organizations or
community-based agencies serving significant numbers of racial and ethnic minority adults, children
and families.  Six grants are planned for a total of $1.6 million. 

Youth Transition Services  
This  program will support activities to coordinate and enhance existing mental health programs to
facilitate linkages between the child and adult services systems of care.  The target population of
concern are adolescents and young adults ages 16-24 with a serious emotional disturbance (SED)
and/or an emerging mental illness. 

The transition between service systems for youth and young adults presents unique barriers that put
these individuals at significantly greater risk for school failure, involvement with the criminal justice
system and/or dependency on social services, including homelessness.  These youth have the highest
rates of dropout  from secondary school among all disability groups.  In addition, these youth
experience alarmingly poor outcomes compared to the general population entering adulthood in the
areas of post secondary education and later employment, increased arrests and incarcerat ion,
increased incidence of unplanned pregnancy and childbearing and decreased ability to live
independently. 

The transition period for youth and young adults with emotional/behavioral disorders is further
complicated by the lack of coordinated services among children’s mental health, child welfare,
education, adult mental health, substance abuse treatment, housing and rehabilitation sectors.  Young
adults and families, professionals, and administrators from across the country, have voiced a number
of consistent themes pertaining to the nature of the institutional transition and why it  is so very
difficult.  These themes include:

• Institutional supports are withdrawn abruptly, often based on age alone.
• Institution-generated transition plans (IDEA) are weak, and are ultimately not followed.
• Continuity of care across child and adult institutions is lacking.
• Institutional supports are not young adult-centered.

States and political sub-divisions of States will be eligible to apply for funding to plan, design and
assess a transitional services partnership plan.  Grantees will engage in a strategic planning process,
design a model for providing transitional services for youth with SED and conduct a feasibility
assessment of the model.  Six grants are planned for a total of $2.0 million.

Community Action and Conference Grants Programs
An estimated $5.7 million for 28 grants (one year awards) has been planned for these two programs
for FY 2002.

Program Support Contracts
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An estimated $2.9 million will continue to support recurring program support needs such as grantee
consultation, evidence-based analyses, program evaluation contracts and collaborat ion with other
federal agencies. 

Children and Violence Program
Of the $20.3 million for the Children and Violence Program, CMHS will issue new grant
announcements for the Youth Violence Coordinating Center, Youth Violence Prevention (formerly
Community and School Action Grants), and the Coalition for Prevention grant programs for a total
of 47 grants for $11.6 million.  In addition, the interagency agreement with Department of Education
will be increased to support additional Safe Schools/Healthy Students grant sites and a
communications contract is also planned to support the Children and Violence program.  This will
maintain the Children and Violence program funding level at $90 million, the same as in FY 2001.

Rationale for the Budget Request . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

The President’s Budget includes $187,599,000 for FY 2002, a decrease of $15,900,000 compared
to the FY 2001 current estimate of $203,499,000.  The State Data Infrastructure program is reduced
by $765,000, which is based on the formula in the program authorization. The reduction includes
$10.9 million in one-year congressionally earmarked projects which end after FY 2001.  The
remaining $4.2 million reduces the appropriation base for PRNS as projects conclude.

SAMHSA will submit a legislative proposal to expand the authorities for Children and Violence.
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CENTER FOR MENTAL HEALTH SERVICES
2.  Children’s Mental Health Services Program

Authorizing Legislation - Section 565 of the PHS Act

        

2001 Increase Increase
2000 2001 Current or 2002 or  

  Actual   Appropriation  Estimate  Decrease  Estimate  Decrease
            
Child MH . . . . . . $82,677,000 $91,763,000 $91,694,000 +$9,287,000 $91,694,000 —

2002 Authorization . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Such Sums as Necessary

Purpose and Method of Operation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

The Comprehensive Community Mental Health Services for Children and their Families Program
encourages the development of intensive community-based services for children with serious
emotional disturbance and their families based on a multi-agency, multi-disciplinary approach
involving both the public and private sectors.  

Funds are available through grants to States, political subdivisions of States, territories, and Indian
tribes or tribal organizations.  Funds are used to build on the existing service infrastructure so that
the array of services required to meet the needs of the target population is available and accessible.
Grants are limited to a total of 6 years and grantees must develop sources of non-federal matching
contributions which must increase over the term of the award from $1 for each $3 of Federal funds
in the first  year to $2 for each $1 of Federal funds in the final year.  After six years, the expected non-
federal contribution rises to 41 percent of all dollars.  Appropriated funds also support technical
assistance to the grant communities, a cross-site evaluation, and a communication/social marketing
campaign.   

From 1993-2001, CMHS has funded 67 grants
in 43 States and supported services to a total of
46,633 children.  However, the program served
children in only 249 of the 3,142 counties in the
United States (8%).  Only a small proportion of
the country has been exposed to the highly
successful system-of-care services provided by
this program.

Outcomes from the evaluation have been used to monitor the performance of the Children’s Services
program for CMHS’s Government Performance and Results Act (GPRA) Plan.  Results of selected
GPRA performance measures are reported below.  For more information, see the Government
Performance and Results Act section.

The Comprehensive Community Mental Health
Services for Children and Their Families Program
has been the recipient of numerous awards which
include the Hammer Award for Reinventing
Government and the Mercury and NAGC Blue
Pencil Competition Awards for outstanding
achievement in professional communications.



70

Performance Measures 1997
Baseline

2000
Actual

Increase in referrals from non-mental health
agencies

75% 78.1%

Increase in referrals from juvenile justice 9% 14.6%

Decreased days in inpatient-residential treatment 265 days 149 days

Decrease in instability of living arrangements 76% 26%

Findings from this program have been published and widely disseminated in peer-reviewed scientific
journals, Congressional Reports and Promising Practices Monographs.  Many of the findings are
based on data obtained from a cross-site evaluation through December 31st, 2000.  However, the
Program has also learned key lessons.  One of them is that system-of-care principles provide CMHS
with a strong vision for system and services reform that States and communities across the country
can implement.

To date, the 67 sites have generated 35% of matching funds against the total federal and non-federal
contribution to systems of care, or approximately $155 million.  This estimate is somewhat
conservative given that the local contribution in some sites is much higher than 35%. 

One grant community where the local contribution increased dramatically during the grant period was
Wraparound Milwaukee.  In 1996, the total spent on children’s mental health services in Milwaukee
was $4.3 million.  In only two years, the children’s mental health budget had increased to $31 million.
By 1998, the federal CMHS contribution to the project was only 8% of total funds.  Wraparound
Milwaukee implemented with a high degree of success a public managed care approach to its service
delivery system.  To this day, the system of care in Milwaukee is fully sustained and serves as an
important national model that many communities across the Nation seek to emulate.   In February

KEY LESSONS LEARNED

CMHS-funded communities: 
• have made an impact on local and State policy reform
• apply system-of-care principles to a greater extent than non-funded

communities
• improve the functional and clinical outcomes of children and their

families
• increase involvement of families and youth
• energize racial and ethnic communities to care for their children and

families
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2001, a group of 100 nationally-recognized stakeholders was convened to critique the effort and
provide ideas for new directions.  During this mid-course review meeting, family members, youth,
policymakers, representatives of professional associations, advocates, providers, researchers, project
directors, among many others, recommended that:
• clinical pract ices should conform to the preferences and cultural values of children and

families;
• the involvement of children, youth, and families in systems of care must be clearly articulated

and implemented;
• the cross-site evaluation needs increased focus with greater attention paid to the development

of local evaluation capacity;
• cultural competence standards for systems of care need to be specified and implemented; 
• federal cross-agency collaboration should increase to reduce barriers for system-of-care

implementation and to pool existing federal resources for greater program impact;
• outcomes should be defined with input from communities and with increased attention to data

elements derived from integrated cross-system information systems; and,
• sustainability of many systems of care can occur through their integration into comprehensive

State plans.

CMHS’ Child, Adolescent and Family Branch is already moving aggressively to implement many of
the recommendations, in the belief that learning from experience, listening to new ideas, and
implementing with renewed vision will increase the reach and effectiveness of the program. 

Child and Family Characteristics.  Among the children entering the service sites, 62 percent were
male, 38 percent were female.  The children’s average age was 12.1 years.  White children
represented 68 percent of service recipients, while 19 percent were African American, 3 percent were
Asian/Pacific Islander, 3 percent were Native American, 2 percent were Native Hawaiian, and 2
percent were classified as Other. Of all respondents, 20 percent were Hispanic.  Among those children
assigned a primary diagnosis, 29 percent had conduct-related disorders, 26 percent had depressive
or dysthymic disorders, 14 percent had attention deficit or hyperactivity disorders, 8 percent had
anxiety disorders, 6 percent had adjustment disorders, and 2 percent  had psychotic disorders.  The
remaining 15 percent of the children were diagnosed with substance use, developmental/autism
disorders, learning disability, personality disorders, abuse/neglect, and other classifications, or the
primary diagnosis was deferred.  With respect to family characteristics, children in custody of their
mothers represented 49 percent of the sample, compared to a national average for mother-maintained
households of 27 percent. 

Child Outcomes.  Findings indicate notable improvements for children after one year in services.  For
example,

• Law Enforcement Contacts Reduced.  The proportion of children with no law enforcement
contacts in the previous 12 months increased by 13 percent.  At the same time, the percent of
children with some law enforcement contacts in the previous 12 months decreased by 32 percent.

• Stable Living Arrangements Increased.  The percent  of children with multiple living
arrangements decreased by 9 percent after one year.  Similarly, the percent  of children having a
single living arrangement increased by 21 percent after one year. 
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• School Performance Improved.  The proportion of children with below average or failing grades
decreased by 23 percent after one year among both1993-1994 and 1997-1998 grantees,
respectively.  In addition, the percent of children with average or above average school grades
increased by 18 and 30 percent after one year among 1993-1994 and 1997-1998 grantees,
respectively.

• School Attendance Improved.  The percent of children attending school infrequently (75 percent
or less of the time) decreased by 21 and 41 percent after one year among 1993-1994 and 1997-
1998 grantees, respectively.  Regular attendance increased by 5 and 32 percent after one year
among 1993-1994 and 1997-1998 grantees, respectively.

• Use of cigarettes, alcohol and illicit drugs decreased slightly.  The proportion of children ages
11 through 18 who reported using cigarettes, alcohol or illicit drugs, including substances such
as LSD, heroine, crack cocaine, powder cocaine, and amphetamines, in the 30 days prior to the
survey period, decreased slightly from intake to two years after participation in services among
1997-1998 grantees. Marijuana use increased slightly.  These differences were not significant.

Findings also suggested that the mental health of children who remained in services for an extended
period of time continued to improve.  For instance, 

• Behavioral and Emotional Problems Improved.  The percent of children with a reliable positive
change in behaviors and emotions as assessed by parents was 23 percent  after six months, and it
increased to 32 percent after one year, and 37 percent after two years.  Furthermore, the percent
of children whose behavioral and emot ional funct ioning did not change, was 70 percent after six
months, and decreased to 60 percent after one year, and 56 percent after two years.

Family Outcomes.  Findings show high family caregiver satisfaction and reduced caregiver strain as
follows:

• Caregiver Ratings Remained High.  The percent of caregivers who rated questions in the areas
of service satisfaction, child’s progress, ability to choose services, being asked own opinion of
services, and receiving unconditional care remained in or close to the high range (i.e., 70-80
percent) at six months and at one year.

• Caregiver Strain Reduced.  Caregivers reported significant reductions in self-related,
environment-related strain, and child-related strain after six months.
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Funding levels for the past five fiscal years were as follows:

                         Funding      FTE

1997......................  $69,896,000 --
1998.......................    72,927,000 --
1999.......................    77,909,000 --
2000.......................    82,677,000 --
2001.......................    91,694,000 --

Rationale for the Budget Request . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

The FY 2002 President’s Budget includes $91,694,000 for the Children’s Mental Health Services
Program, the same level of funding as in FY 2001.  This amount  will support the continuation of 46
grants and provide for 8 new and competing grants. At this level, the program will serve 960 newly
enrolled children in 32 additional counties across the United States.  It will also continue support for
evaluation, technical assistance, and communication activities, promising more improvement in more
places for more children and their families in the future.

Number of New Enrollees in the Children's Mental Health
Service Program

Fiscal           New Enrollees
Year    Each Year Cumulative

1994    3,610   3,610
1995         6,123   9,733
1996        8,821 18,554
1997         9,651 28,205
1998      11,045 39,250
1999        2,781 42,031
2000 est*    5,400 47,431
2001 est*    5,400   52,831
2002 est*    6,360 59,191

*   These estimates are based on an average of 120 new children enrolled per site per year.
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CENTER FOR MENTAL HEALTH SERVICES
3. Protection and Advocacy Program

Authorizing Legislation - Section 102 of the PAIMI Act

        

2001 Increase Increase
2000 2001 Current or 2002 or  

  Actual   Appropriation  Estimate  Decrease  Estimate  Decrease
            
P & A . . . . . . . . . $24,903,000 $30,000,000 $30,000,000 +$5,097,000 $30,000,000 ---

2002 Authorization . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Such Sums as Necessary

Purpose and Method of Operation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

The Protection and Advocacy for Individuals with Mental Illness (PAIMI) Program provides formula
grant awards to protection and advocacy (P&A) systems designated by the governor of each State
and the territories, and the Mayor of the District of Columbia.

The State P&A systems are authorized to monitor facility compliance with respect to the rights of
individuals through activities that ensure the enforcement of the Constitution and federal and State
statutes.   The goal of the PAIMI Program is to expand the resources and capacity of State P&A
systems to provide the following protection and advocacy services to individuals with mental illness
and severe emotional impairment:

• To monitor all public and private residential care and treatment facilities and non medical
community-based facilities for children and youth to ensure that they are not at risk for
incidents involving the inappropriate use of seclusion and restraint, as required under the
Children’s Health Act of 2000.

• To investigate all incidents involving serious injuries and deaths related to incidents of
seclusion and restraint used by staff in public and private residential care and treatment
facilities and non medical community-based facilities for children and youth as required under
the Children’s Health Act of 2000.

• To protect and advocate for the rights of individuals with mental illness and severe emotional
impairment while they reside in public or private residential care or treatment facilities.

• To provide services to individuals with mental illness living in the community, including their
own homes, and to identify whenever possible the needs of unserved or under served
populations of individuals with mental illness, such as, children, adolescents, women, the
elderly, including ethnic and cultural minorities, who reside in rural and urban communities
and residential facilities.
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• To ensure that individuals with mental illness are provided appropriate support services when
they are discharged from  residential facilities into the community and that States address the
community integration needs of these individuals as identified by the U.S. Supreme Court in
the Olmstead vs. L.C. decision.

• To monitor State licensure and certification agencies responsible for establishing behavior
modification training standards that address topics related to reducing incidents of seclusion
and restraint, set forth in Section 3207 and 3208 of the Children’s Health Act 2000.

The Children’s Health Act of 2000 amended the PAIMI Act in two ways.  First, the American Indian
Consortium was added as the 57th grantee in order to protect the rights and to advocate on behalf of
American Indians, provided the amounts appropriated for a fiscal year are at least $25,000,000.
Second, the new legislation expanded the authority of the State P&A systems to provide services to
individuals with mental illness living in the community, including their own homes, provided the
funding level for a fiscal year is at least $30,000,000.

The Children’s Health Act of 2000 also addressed the issues of unreported incidents of serious
injuries and deaths that result from the inappropriate use of seclusion and restraint by poorly or
untrained residential facility staff.  Most States have no minimum certification or training
requirements for resident ial facility staff, and this legislation now requires that States develop
standards.  State standards are to ensure that residential facility staff is appropriately trained in
behavioral management techniques that focus on reducing the inappropriate use of seclusion and
restraint in these facilities.  In addition, facilities are  required to report all deaths and serious injuries
to the designated State agency and the State protection and advocacy system.  The State P&A
systems will then investigate these incidents. 

The State P&A systems increased the number of clients served and the total number of complaints
involving abuse, neglect, and rights violations  that will be resolved in Fiscal Years 2000, 2001 and
2002 per the funding request:

PAIMI PROGRAM CLIENTS SERVED

Fiscal Year (FY) Clients Served Complaints Addressed

2000 projected 18,000 29,500

2001 projected 21,700 33,300

2002 projected 21,700 33,300

Of the 26,474  abuse, neglect, and rights violation complaints addressed by the State P&A programs
in FY 1999, the number of incidents involving abuse reported to the P&A systems decreased to 8,113
(FY 98: 8,667).  The majority of these incidents involved failure to provide mental health treatment
(28%), physical assault (14%), inappropriate or excessive restraint/seclusion (10%), failure to provide
medical treatment (11%), and inappropriate or excessive medication (11%).  In 1999, mental health
facilities in 23 States and 1 territory reported 941 deaths to their State P&A systems.  Thirty-nine
(39) State P&A systems were able to investigate 458 facility deaths reported to them from all sources.
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P&A systems efforts to investigate these incidents were affected by such factors as, inadequate
information from the reporting facility, duration between the fatality and the notice to the P&A
systems, a lack of facility cooperation, etc.  State P&A systems conducted investigations of highly
publicized deaths, often brought to their attention by the media (many States had no mandatory death
reporting requirements to cover residential care and treatment facilities in effect) and issued findings
which substantiated that residential facility staff either used excessive physical restraint or provided
inadequate medical care.

In FY 1999, incidents involving individuals with mental illness and severe emotional disturbance
placed in seclusion and restraint while in residential care and treatment facilities increased.  News
stories in the Hartford Courant and by 60 Minutes focused national attention on the serious injuries
and numerous fatalities that result when staff in residential care or treatment facilities are inadequately
trained in behavioral management and de-escalation of emergency situations that often result in
incidents of inappropriate use of seclusion and restraint. In 1999, the GAO and the DHHS OIG issued
separate reports with similar findings that confirmed the inadequacy of State reporting systems to
provide information on fatalities, serious injuries, use of seclusion and restraint, reports of abuse and
neglect, and investigations of these incidents in residential facilities.  FY 2000 data will be available
in May 2001.

Funding levels for the past five fiscal years were as follows:

                                                              Funding          FTE

                   1997.....................  $ 21,957,000 —
1998.....................   21,957,000 —
1999.....................   22,949,000 —
2000.....................   24,903,000 —
2001..................... 30,000,000 —

Rationale for the Budget Request . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

The FY 2002 President’s budget proposes $30,000,000, the same level as the FY 2001 appropriation.
These funds will serve approximately 21,700 individuals, address highlighted areas in the OIG and
the GAO findings reports,  implement the seclusion and restraint monitoring and investigation
requirements authorized by the Children’s Health Act of 2000, and the community expansion
provisions to individuals with mental illness.  The data elements used in the formula for FY 2001 and
FY 2002 are: 1999 population estimates and average per capita  income for 1997, 1998, 1999.  The
FY 2002 State allotment formula will be updated when the data is available later this year.
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CENTER FOR MENTAL HEALTH SERVICES
4.  Projects for Assistance in Transition from Homelessness (PATH)

Authorizing Legislation - Section 535 of the PHS Act
        

2001 Increase Increase
2000 2001 Current or 2002 or  

  Actual   Appropriation  Estimate  Decrease  Estimate  Decrease
            
PATH . . . . . . . . . $30,883,000 $36,883,000 $36,855,000 +$5,972,000 $36,855,000 —

2002 Authorization . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $75,000,000

Purpose and Method of Operation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

The Projects for Assistance in Transition for Homelessness (PATH) program was established in   FY
1991 to provide community support services to individuals with serious mental illness who are
homeless or at risk of becoming homeless.  PATH is a formula grant program to States and U.S.
Territories to provide (through local governmental entities or private nonprofit organizations) support
services including outreach, screening and diagnostic treatment, community mental health services,
alcohol and drug treatment, supervisory services in a residential setting; and referrals to other needed
services.  

The formula calculates State allotments based on the population living in urbanized areas.  This
population data is updated at the time of the census.  The results of the 2000 census data will be
available later this year to calculate final FY 2002 PATH allotments.  The preliminary State allotments
for FY 2002 shown in the State distribution table are based on the 1990 census data. 

This program requires matching funds of $l to  every $3 of federal funds.  In FY 1998, State and local
matching funds were almost double the required amount.  PATH programs have been highly
successful in targeting assistance to persons who have the most serious impairments.  

Funding levels for the past five fiscal years were as follows:

Funding               FTE

1997.......................  $20,000,000 --
1998......... ......... .....        23,000,000 --
1999.......................    26,000,000 --
2000......... ......... .....        30,883,000 --
2001....................... 36,855,000 --

Homeless persons with serious mental illnesses continue to crowd city streets and populate rural
areas.  Countless others remain out of sight .  The requested resources will allow local PATH funded
agencies to find, engage, and link hard to reach persons in need, with the services that will get them
off the streets and into housing and treatment, regardless of the severity and duration of their illness.
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As a result, PATH providers will fulfill the following PATH GPRA goals: (1) contact a total of
124,000 persons, target ing outreach and other services to those most in need; (2) maintain at the level
of at least  35%, the percentage of persons contacted who become enrolled clients, even though these
persons will be more difficult to engage, and; (3) maintain at the level of at least 84%, the percentage
of participating agencies that offer outreach services.

The most recent program data indicate that 366
local agencies and/or counties utilized FY 1999
PATH funding.  Adults in the age range 18-64
comprised 92 percent of the clients enrolled in
services.  Thirty two percent were African-
American; 8 percent were of Hispanic origin.
Clients receiving PATH-funded services have
some of the most disabling mental disorders.
For the States reporting diagnostic information,
the most common diagnoses were schizophrenia and other psychotic disorders (43%), followed by
affective disorders (36%) including severe depression and bipolar disorder.  At least 58% had co-
occurring serious mental illnesses and substance abuse disorders. At the time of first contact with
providers, 50% of all clients had been homeless for more than 30 days.  Despite the fact that they
have multiple and complex needs and are very difficult to reach, 37% of the homeless individuals
contacted through PATH funded outreach became enrolled.

A guidebook, How To Be a Player in the Continuum of Care: Tools for the Mental Health
Community, has been prepared to help PATH-funded and other providers understand the HUD
Continuum of Care planning process in their community and how they can participate. 

Rationale for the Budget Request . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

The FY 2002 President’s Budget proposes $36,855,000, the same level as the FY 2001 current
estimate.  This will allow States to maintain approximately the same level of services to the homeless
population.  CMHS will continue to work with States to implement evidence-based practices in local
communities to reduce the level of homelessness among persons with mental illness.

Persons Contacted through PATH

Outreach Efforts

FY 2000 109,000
FY 2001 est 124,000
FY 2002 est 124,000
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CENTER FOR MENTAL HEALTH SERVICES
5.  Community Mental Health Services Block Grant  

Authorizing Legislation - Section 1920 of the PHS Act

        

2001 Increase Increase
2000 2001 Current or 2002 or  

  Actual   Appropriation  Estimate  Decrease  Estimate  Decrease
            
PRNS . . . . . . . . . $356,000,000 $420,000,000 $420,000,000 +$64,000,000 $420,000,000 ---

2002 Authorization . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Such Sums as Necessary

Purpose and Method of Operation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

The goal of the Community Mental Health Services Block Grant (MHBG) is to assist the 59 eligible
and participating States and Territories in providing the appropriate level of  care for adults with
serious mental illness (SMI) and children with serious emotional disturbance (SED) within their
communities as an alternative to the costly and restrict ive inpatient hospital care.  Individuals  receive
enhanced community services through a balanced system of treatment and supports to live more
fulfilling and productive lives.  

CMHS is guided by the underlying values of community-based treatment and the specific criteria that
must be addressed in the planning and development of community-based systems of care.  CMHS has
provided a consistent nat ional framework and focus to assist States as they fulfill the expectation that
the entire infrastructure of their service delivery system, and particularly the use of State psychiatric
hospitals,  should be in a continual evolution and realignment until it  becomes predominantly
community-based.

While most of the funds are allocated to the States to assist in the development of community-based
care systems for the more than 2 million persons they serve, five percent is available to CMHS to
support technical assistance, data collection, and evaluation activities that assist States in their work.
A number of such activities are funded, including state-of-the-art technical assistance provided by the
National Technical Assistance Center for State Mental Health Planning.  In a recent review of the
States’ spending of MHBG funds, The Nat ional Association of State Mental Health Program
Directors (NASMHPD) concluded that “in general, States are using the block grant exactly as
intended; that is, as a flexible pool of resources to support a broad range of activities specific to the
needs of each State.  This flexibility provides States with an incentive to develop new community-
based services and additional resources to support an expansion of existing services.  Although the
block grant represents only a small proportion of the overall State mental health agency budget in
most States, it is apparent that these dollars support critical and innovative services.”

The MHBG buttresses the traditional responsibility of State systems, serving as the mental health
service safety net and catastrophic insurer for those with the most severe problems and the fewest
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resources.  The MHBG primarily serves those individuals with no mental health coverage and those
who exhaust limited mental health benefits in their health insurance.  

The MHBG has met with success in helping to redesign the infrastructure of the States’ mental health
delivery systems and moving clinical care to the community.  From 1970-1994, the number of State
psychiatric hospital beds decreased by over 400%.  While downsizing of facilities is important in
moving the locus of care, it is not as significant as actual infrastructure changes such as the closure
of hospitals and the movement to the use of community facilities.  From 1990-1996 a total of 34 State
psychiatric hospitals were closed.  It is anticipated that this trend will continue.

While goals have been achieved regarding the locus of care, great numbers of Americans with SMI
and SED continue to go untreated or if they do receive treatment, it is inadequate for their needs.
For example, it has been documented that of the estimated 10.8 million Americans who have 12-
month serious mental illness, 6.6 million did not obtain “stable treatment” during the past 12 months
(Kessler, 1999).  By 1999, CMHS had documented an estimated 90% of all Americans with a
psychiatric diagnosis as not receiving any form of specialty mental health care, and two-thirds of
persons with a SMI had not received targeted mental health services.

CMHS is striving to identify and collect quantitative data that would demonstrate that the State
programs that the MHBG supports are efficient and effective.  State data now available was
developed individually by the States, based on their own unique needs and definit ions, resulting in
great variation in their data reporting as well as their data infrastructure system.  This lack of uniform
data was the impetus for the development of the three year 16-State Pilot Indicator Grant Project and
other efforts to  move the States to a uniform national data system.

In an effort to increase State flexibility and to develop an accountability system based on
performance, SAMHSA has been working with the States over the past  several years to recreate the
block grant programs into performance partnerships.  Public Law 106-310 enacted on October 17,
2000 requires the Secretary to submit to Congress by October 17, 2002 a plan which will outline
among other things the flexibility that States will receive under the new partnership and the
performance measures that will be used to hold States accountable for their use of Federal funds.

Thanks to the collaborative effort between SAMHSA and the States, we will meet this requirement.
Once this is accomplished, SAMHSA will be able  to tell Congress what changes have occurred in
access to care, the effectiveness of that care, and how successful the services have been in addressing
the needs of vulnerable populations in each of the States and territories.  The intent of this program
is continued quality improvement.  The information gained will help both the State and the Federal
government better identify where improvement is needed and the services needed to make those
improvements.

A 16-State Pilot is aimed at developing a viable framework for uniform reporting of performance in
the MHBG.  The Pilot has passed year two and currently has data available for ambulatory programs,
as well as consumer feedback on treatment for access, appropriateness of care and outcomes.
Additional Pilot data will be available in early FY 2002.  In addition to the data collection efforts of
the 16-State Pilot Project, the MHBG program, in collaboration with the States has developed a
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framework for a uniform data reporting system that identifies and defines a number of common data
elements on which the States will be asked to report beginning in FY 2002.

The 16 State Project  has made strides in the collection of comparable data across the 16 participating
States.  A very basic piece of data that heretofore has been missing is the ut ilization rates of the public
mental health system.  These rates address the fundamental issue of the degree to which people in
different States make use of the public mental health care systems.  During its first year, the 16 State
project focused on State mental hospital utilization rates.  Two quantitative measures were used
including utilization rates comparing the number of people hospitalized during fiscal year 1998 to the
total population of each State.  Of the 14 States reporting data each year, nine States reported
increases in the per capita utilization  while five reported decreases.  When the data for those States
is aggregated, there is an overall decline of 8% in the hospitalization rate of the State psychiatric
hospitals.  As indicated previously, this decline is consistent with the Mental Health Block Grant goal
of moving the locus of care from the hospital to the community.

Another hospital measure is the readmission rate of persons with serious mental illness to State
psychiatric hospitals.  The 16 State project is collecting data on the readmission rates to  hospitals
within 30 and 180 days of discharge.  Eleven of the States are currently able to report this data on
a uniform basis.  In addition to assisting in evaluating whether the locus of care is moving to the
community, this measure can also assist in identifying inappropriate re-admissions and ensuring that
systems are providing services that will allow consumers to  return to the community with the
necessary skills and resources to maintain themselves there on a permanent basis.  

While CMHS has made significant progress in pioneering the collection of uniform State mental
health data, considerably more work is necessary.  For  example, unduplicated counts need to be
developed through a focus on building data and other infrastructures that will combine the State
hospital system with the community-based system. 

As  States have grappled with the difficulties associated with tremendous change in their system
infrastructures and the corresponding shifts of resources, much work still needs to be done to ensure
that States develop a comprehensive community-based system of care for adults with SMI and
children with SED.  States continue to be unable to treat all persons in need of care and are unable
to conduct aggressive outreach activities despite considerable evidence demonstrating that many
persons needing care are not receiving it.  Further, there are serious gaps in service for those who are
in treatment.

For community-based systems to work, an array of support services must be in place to help the
person function in the community.  Almost all States are now challenged in filling gaps around the
need for:  residential and therapeutic housing; job and work opportunities for the targeted population;
and other support services that are not reimbursed or funded because they are not traditionally
considered medically necessary.  These service gaps contribute to homelessness, damaged
interpersonal and family relationships, lost productivity and substance abuse, absenteeism from work
and school, increased incidences of suicides, criminal involvement, and psychiatric hospitalizations.

The severity of gaps in the community based systems of care for persons with SMI was brought to
the forefront in 1999 with the Supreme Court decision in Olmstead v. L.C., 119 S. Ct. 2176 (1999).
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In this ruling the Supreme Court  interpreted Title II of the Americans with Disabilities Act  and
determined that the unnecessary segregation of persons in State psychiatric facilities and other long
term care programs constitutes discrimination.  Under the Court’s decision, States are required to
provide community-based services for persons with disabilities who would otherwise be entitled to
institutional services when: (a) the State’s treatment professionals reasonable determine that such
placement is appropriate; (b) the affected persons do not oppose such treatment; and (c) the
placement can be reasonably accommodated, taking into account the resources available to the State
and the needs of others who are receiving State-supported disability services.

Olmstead seriously challenges States to prevent and correct inappropriate institutionalization and to
review intake and admissions processes to assure persons with disabilities are served in the most
integrated setting appropriate.  Olmstead obliges States to administer their programs and activities
in the most integrated setting appropriate to the needs of qualified individuals with disabilities.

In order to assist States to expand the community-based supports, CMHS has initiated National and
Statewide Coalitions to Promote Community-Based Care.  The National Coalition is bringing
together Federal agencies with traditional and non-traditional stakeholder organization to leverage
resources, policies, programs, and practices to promote the transition of persons with mental illnesses
into community-based systems of care.  Financial assistance is being provided to State mental health
authorities to enhance collective action at the State level as well in building Statewide Coalitions to
implement the Olmstead decision.  The National Coalition is acting as a resource to assist the local
coalitions in developing linkages between systems servicing individuals with mental illnesses to
receive treatment in their communities.

The President’s New Freedom initiative recognizes that the Olmstead decision has yet to be fully
implemented.  This initiative recognizes that community-based care is critically important to
promoting maximum independence and that integrating individuals with disabilities into community
life is necessary.  Supporting the most  integrated community-based settings for individuals with
disabilities has been a basic tenet of the MHBG since it was created in1981.

The number of clients served is based on an est imate derived by using the average claimant costs for
ambulatory care of $1,718 per client in FY 2001 and $1,754 in FY 2002.

FY 2000 FY 2001 FY 2002
197,000 232,000 227,000

Funding levels for the past five fiscal years were as follows:

       Funding               FTE

1997 . . . . . . . . . . . . . . $275,420,000 11
 1998 . . . . . . . . . . . . . .   275,420,000 11

1999 . . . . . . . . . . . . . .   288,816,000 11
2000 . . . . . . . . . . . . . .   356,000,000 17
2001 . . . . . . . . . . . . . .   420,000,000 17
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Rationale for the Budget Request . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

The FY 2002 President’s budget proposes $420,000,000, the same level as the FY 2001 current
estimate.  Each State and Territory will continue to receive an allocation based on the formula to
improve community-based mental health services and to support national data collection and technical
assistance activities.

The Mental Health State Block Grant allotment table which follow this section shows that, while the
budget request remains the same in total as in FY 2001, individual State allotments vary.  For the
most part these are relatively small fluctuations which result from the required annual update of two
of the three components of the Block Grant formula, the population at risk of a mental health or
substance abuse problem, and a factor reflecting States’ relative capacities to support mental health
services.  SAMHSA’s recent reauthorization included a “hold harmless” provision which mandates
that no Mental Health State allotment will be less than that State received in 1998.   None of the State
allotments fall below the amount received by the State in FY 1998, however, this hold harmless
provision does not prevent reductions which will be required in 33 State allocations in FY 2002.

Funds will be used to continue developing strategies that increase access to  care for populations
traditionally underserved and untreated, such as women, children, people in rural areas, ethnic
minorities, and the elderly.  In addition, these funds will be used to furnish States with the technical
assistance they need to bolster and support  their systems of community-based mental health care.
States have consistently requested such technical assistance in various areas, such as:

• developing management information systems;
• implementing systems of managed care;
• targeting individuals with co-occurring substance abuse disorders and mental illness for  services;
• developing mental health courts;
• strengthening State mental health planning and advisory councils;
• transition planning for adults and adolescents;
• providing outreach to youth in the juvenile just ice system;
• expansion of services to the elderly;
• collecting data; and
• providing services in a culturally competent manner.

Data Sources Used to Calculate the FY 2002 Allotments

C Total Personal Income (TPI) - Bureau of Economic Analysis, Department of Commerce;
Regional Accounts Data, State Personal Income, 1997-1999, downloaded from BEA web site;
source data filename: SA1_5899.PRN, release date 9/12/2000.  BEA web site is
http://www.bea.doc.gov.

C Resident Population - Bureau of the Census, Department of Commerce;  Population Estimates
for the U.S. and States by Single Year of Age and Sex:  July 1, 1999 downloaded from Census
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 web site; source data text file name:  ST-99-10.txt, Internet release date 3/9/2000. Census web site
is http://www.census.gov/population/www/estimates/st-99-10.html.

C Total Taxable Resources (TTR) - Office of Economic Policy, Department of the Treasury; Total
Taxable Resources, 1996-1998 provided directly to OAS via e-mail; source data filename:
2000EST.xls, release date 9/29/2000.  Data also available on the Treasury web site
http://www.treas.gov/ttr.

C Population data for the territories based on 1990 Census Data except Micronesia and the
Marshall Islands - Population data for Micronesia and the Marshall Islands are based on 1980
census data and the average rate of population change from the 1980 to the 1990 census.
Because Micronesia and the Marshall Islands had entered into a Compact of Free Association
with the United States, they were no longer considered territories in 1990 and therefore were not
included in the 1990 census.

C A Cost of Services Index Factor, updated for FY 2001 under a three-year periodic update,
includes the following:

Fair Market Rents for the Section 8 Housing Assistance Payments Program —
Fiscal Year 2000, downloaded from the HUD web s it e
http://www.huduser.org/datasets/fmr:  (a) fmr2000f.dbf, dbase file, released
10/1/99, created 9/23/99 (dbase is the only machine-readable format in which the
raw data are offered);  (b) fmr2000f.txt , text file, FMR data record layout and file
description, released 10/1/99, created 9/27/99; (c) 2000f_pre.doc, Word file,
Federal Register preamble of the FY2000 FMR calculations, released 10/1/99; and
(d) fmrover.wp, WordPerfect version of the Federal Register preamble.

Metropolitan Areas, 1999, released by the Office of Management and Budget
6/30/99, filename MSA99.pdf; used by HUD in development of FMR rates.
Changes in Metropolitan Areas as Defined by the Office of Management and
Budget Since June 30, 1993, filename MAUPDATE.txt, released 6/30/99, Bureau
of the Census.

1990 Census mean hourly wages for selected industries and occupations (special
data file prepared by the Bureau of the Census) updated using the percent change
for HCFA mean hourly hospital wages (unadjusted) for FY 1990 (from a special
data file prepared by the Health Care Financing Administration) and FY 1996
hourly hospital wages developed from data collected for the establishment of FY
2000 HCFA Hospital Inpatient Prospective Payment System Wage Rates, collected
from the HCFA Internet web site http://www.hcfa.gov/stats/pufiles, publicly
available on August 17, 1999.  Both executable and zip versions of the data file
WAGEDATA.F96 were available on the web site as 1.2 MB self-extracting files
which decompressed to a 5 MB fixed length (i.e. “flat”) ASCII file consisting of
5,038 records (one record for each unique facility reporting to HCFA); the
executable version was downloaded and decompressed.  Also downloaded was the
file for the data record layout (WDF2000), which was available in several formats.
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Guidance was also provided by HCFA regarding relevant changes which occurred
in reporting format between the FY 1997 and   FY 2000 hospital wage data
releases.
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SUBSTANCE ABUSE PREVENTION
Overview

        

2001 Increase Increase
2000 2001 Current or 2002 or  

  Actual   Appropriation  Estimate  Decrease  Estimate  Decrease
            

PRNS . . . . . . . . . $146,705,000 $175,145,000 $175,013,000 +$28,308,000 $175,013,000 ---        

SAMHSA’s Center for Substance Abuse Prevention (CSAP) is the sole Federal organization with
responsibility for improving accessibility and quality of substance abuse prevent ion services.  The
Center provides national leadership in the development of policies, programs and services to prevent
the onset of illegal drug use, underage alcohol and tobacco use, and to reduce the negative
consequences of using substances. 

Substance abuse is a serious public health problem. In 1995, the Association of American Physicians
reported that substance abuse costs taxpayers over $400 billion each year in direct medical costs, loss
of productivity and earnings, and social costs such as law enforcement, social welfare, and accidents.
In January 2001, the National Center on Addiction and Substance Abuse (CASA) at Columbia
University reported States spent $81.3 billion (13% of total State spending) to deal with substance
abuse and addiction, including their impact on health, social services, education, and the criminal
justice system.  Speaking to the need for a federal role in prevention, the study pointed out that only
four cents out of every dollar spent by States on substance abuse and addiction was used to prevent
and treat it.  One effective method for closing the treatment gap is to prevent Americans from
becoming drug dependent.

The 1999 National Household Survey on Drug Abuse (NHSDA) reports 14.8 million Americans were
current users of illicit drugs in 1999.  The report also shows important differences in usage trends
among age cohorts. Significant declines are evident for youth age 12 to 17 (21% decrease in illicit
drug use since 1997).  This bodes well for reducing the treatment  gap as this cohort matures.
However, substantial increases have occurred for 18- to 25-year olds (28% increase since 1997).
These young adults are the same individuals who contributed to the high drug rates of the early to
mid-1990s, and are now continuing their high rates of use.

These findings signify the need not only for increased attention to older adolescents and young adults,
but also for continued prevention efforts for youth and people of all ages facing critical life transitions.
Among very young children, recent research has demonstrated the importance of early intervention
in physical, social, and cognitive development.  The elderly, individuals age 65  and older, account
for more than half of all reported cases of adverse prescription medication reactions leading to
hospitalization.  This is even more alarming given the aging of the baby boom generation.  Thus,
CSAP is now expanding its efforts to determine what works for which populat ions and under what
conditions across the life span.
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Prevention efforts will become even more essential in the next several years, as the children of the
baby boom generation reach their most vulnerable age for substance abuse.  The 15-20 age group,
which exhibits the highest levels of substance abuse, will grow by about 11% or 2.3 million youth in
the next ten years. Even if rates of youth drug use remain constant at 9% , we can expect many more
substance abusers and related health and social problems due simply to this projected growth in the
youth population. At current use rates, this growth will also create about 207,000 more regular illicit
drug users. 
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Programs of Regional and National Significance
Substance Abuse Prevention

Authorizing Legislation - Sections 516, 517, 519A, 519C, and 519D of the Public Health Service
Act

        

2001 Increase Increase
2000 2001 Current or 2002 or  

  Actual   Appropriation  Estimate  Decrease  Estimate  Decrease
            
Best Practices . . . $47,505,000 $58,745,000 $58,613,000 +$11,108,000 $58,203,000 -$410,000
TCE . . . . . . . . . . . 77,000,000 96,900,000 96,900,000 +19,900,000 98,610,000 +1,710,000
High Risk Youth . . 7,000,000 7,000,000 7,000,000 --- 7,000,000 —
Strength Families . 10,500,000 1,300,000 1,300,000 -9,200,000 — -1,300,000
FAS/FAE . . . . . . . . 4,700,000 11,200,000 11,200,000 +6,500,000 11,200,000 —
    Total . . . . . . . . $146,705,000 $175,145,000 $175,013,000 +28,308,000 $175,013,000 ---

2002 Authorization . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Such Sums as Necessary

Purpose and Method of Operations . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Through the Programs of Regional and National Significance (PRNS) activity, SAMHSA’s Center
for Substance Abuse Prevent ion (CSAP) supports an integrated systems approach to prevent ing
substance use and abuse in this country.  This approach promotes and enhances SAMHSA activities
to achieve the following goals:

 The major components of this approach are to:

• support the development of new practice knowledge on substance abuse prevention,
• identify proven effective models,
• disseminate science-based intervention information,
• build State and community capacity for wide-spread implementation of proven effective

substance abuse prevention programs, and
• address new needs in the prevention system.

Major distribution of CSAP PRNS program funds for substance abuse prevention include:

< Assure services availability
< Meet unmet and emerging needs
< Bridge the gap between knowledge and practice
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Programs of Regional & National Significance
Program Distribution of Funds

(dollars in thousands)

FY 2000 FY 2001 FY 2002
Substance Abuse Prevent ion:
Youth Prevention Programs . . . . . . . . . . . . . . . $44,205 $49,413 $50,713
Workplace Prevention . . . . . . . . . . . . . . . . . . . . 3,300 4,400 4,400
HIV/AIDS . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8,500 32,100 32,100
State Incentive Grants . . . . . . . . . . . . . . . . . . . 60,400 60,600 60,600
Centers for the Application of 
    Prevention Technologies . . . . . . . . . . . . . . . . 8,100 9,000 9,000
High Risk Youth . . . . . . . . . . . . . . . . . . . . . . .    7,000    7,000    7,000
Strengthening Families . . . . . . . . . . . . . . . . . . . 10,500 1,300  —*
Fetal Alcohol Syndrome/Fetal Alcohol Effects .   4,700  11,200  11,200

 Total . . . . . . . . . . . . . . . . . . . . . . . . . $146,705 $175,013 $175,013

* Strengthening Families models will be incorporated in High Risk Youth programs in FY 2002.
Funds are re-allocated to Youth Prevention Programs.

CSAP’s comprehensive
prevention system is an
in t eg rated  approac h
designed to get the right
tools into the hands of
States and communities.
The goal is to bring
effective substance abuse
prevention practices to
every community to help
ensure reduct ions in
substance abuse.  In
support of this goal, CSAP
actively collaborates with
other Federal, State, public
and private organizations.
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A.  Developing and Applying Best Practices:

Develop Practice Knowledge
Building on the SAMHSA Goal to bridge the gap between knowledge and practice, CSAP supports
programs which expand, adapt and refine for practice new knowledge for the prevention of substance
abuse - this includes prevention knowledge outside of the clinical/research setting.  Knowledge
Development (KD) programs identify, implement, and field test prevention programs to determine
effectiveness with diverse populations in real life environments.   Some of the problems addressed by
KD programs include the emerging increases in “ecstasy” use among students, steroid use among
younger males, and the persistent problem of underage alcohol use.  SAMHSA will identify those
strategies that are effect ive in preventing the use of these harmful substances.  Prevention efforts must
be tailored to particular drugs and audiences to effectively address young people’s beliefs and
attitudes specific to each drug.  CSAP’s grantee programs are rigorously evaluated to determine
effectiveness of research-based prevention programs when implemented by community providers.
Thorough cross-site evaluations,  coordinated core measures, data pooling, and cross-site analysis
are used, thus increasing the ability to identify what works, for whom, and under what circumstances.

The FY 2002 budget request continues support for High Risk Youth grants focusing on youth ages
9 - 15 and their families.  These High Risk Youth projects support a diverse array of mentoring and
family strengthening models, including youth education on substance abuse, life management skills,
conflict resolution, tutoring, family communication, and others.  GPRA data from the Predictor
Variable Studies  illustrate that substance use substantially decreases (e.g., tobacco use reduction
from 2.6 to 0.5% vs. 1.1 to 2.3% increase in the control group) when effective programs target these
and other identified precursors.

Analysis of prior High Risk Youth programs at 48 sites affecting 10,000 youth concluded that high
risk youth who were more connected to positive social environments, such as family and school, used
substances less than those who lacked such connections. Another key finding was that prevention
program results differed for boys and girls: substance use outcomes were more positive for boys at
program’s end, but positive outcomes emerged later and lasted longer for girls. Overall, youth who
take part in prevention programs have statistically significant lower levels of alcohol and marijuana
use than those in comparison groups.  Building upon experience with the Family Strengthening
program, CSAP decided to incorporate the concept into the High Risk Youth program.  In FY 2002,
CSAP will expand mentoring and family strengthening programs to serve a greater number of
persons, in multiple locations and diverse settings.  Outcomes expected are reductions in substance
use, and improved family and school attitudes and behaviors.

The FY 2002 request also supports continuation of the Community Initiated Interventions program.
This program provides grants to communities to implement prevention programs focused on priority
issues and specific populations.  Communities select a prevention strategy according to their needs
and then test, adapt, refine and/or replicate research-based intervent ions among different populat ions
in disparate community settings.  This program assures effective prevention strategies are relevant
and appropriate to communities, by adapting, disseminating, and applying programs that meet a
community’s unique needs.  This program will focus on several emerging issues in substance abuse
prevention: fetal alcohol syndrome/alcohol related birth defects; gender-specific programming;
children of substance abusing parents; methamphetamine, ecstacy, or club drugs; underage or binge
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drinking; workplace substance abuse focused on young adults; and drug misuse among the elderly
population.  SAMHSA/CSAP will build on knowledge already gained through existing programs,
such as the Workplace Managed Care Program which showed prevention strategies effective in
reducing the incidence and prevalence of substance abuse in the workplace and managed care
settings.  For example, while final results are not yet  available, preliminary GPRA data show an
increase of 44.7% of parents with a negative attitude toward substance use; a 40.9% increase in
perceived risk among children aged 9-14 and a similar increase of 40.5% among children aged 6-8.

CSAP also will continue to support prevention interventions in early childhood through the
Strengthening Early Interventions by Integrating Behavioral Health Services program, an extension
of its successful Starting Early/Starting Smart (SESS) program.  The SESS program is a unique
public/private collaboration to test the effectiveness of integrated mental health and substance abuse
prevention and treatment services for children up to seven years old and their parents and caregivers.
The accomplishments, systems implemented, and lessons learned from the SESS program will be
especially useful in supporting this type of innovative approach.  For example, SESS has reached
about 3000 children and families with an astounding 78% retention rate over the last three years.
Early results show positive trends in physical health, behavior,  and social and emotional functioning,
as well as improved collaborat ion across private and public agencies.  Overall performance on SESS
GPRA measures shows better physical health, behavioral health,  and cognitive development for the
intervention groups than for the comparison groups. 

Expected outcomes of this new effort include: improved delivery of behavioral health services;
improved quality of behavioral health services; the identification of early childhood models for
effective preventive services in an integrated system.

Identify Best Practices
Another component of CSAP’s KD efforts
addresses the significant gap in assistance to
local communities to implement scientifically-
defensible, effective substance abuse
prevention programs. CSAP’s objectives are
to ident ify and replicate model prevention
programs, and to significantly increase the
number of communities implementing
science-based prevention progra ms.
Scientifically-defensible programs are well-
implemented, well-evaluated and produce
consistent positive results.  Such programs
are often adapted to  meet the specific needs
of the target population and the local social
and cultural environment.

The FY 2002 budget continues support for the National Registry of Effective Prevention Programs
(NREPP) which identifies model prevention programs.  The Registry begins with an expert consensus
review of source documents solicited from the prevention field.  The areas for search include
programs identified by other Federal agencies (e.g., NIDA, NIAAA), State and local governments,

“Rocky” Anderson, Mayor of Salt Lake City in
his keynote address at a conference entitled
“Working Together for Better Outcomes: New
Strategies for Dealing with Drug and Alcohol
Abuse and Drug-Related Crime” in December
2000,  recognized the value of CSAP's efforts
to identify best practices by announcing the
city decision to provide financial support for an
NREPP model program in the Salt Lake City
school district.
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universities and foundations.  Upon identification, programs are reviewed for both scientific credibility
as well as demonstrated effectiveness.  In FY 2001 SAMHSA will have identified 20 new model drug
abuse prevention programs.  The twenty new programs complement 19 programs previously
identified in FY 2000.  These models represent considerable diversity as to program outcomes
(tobacco, alcohol, multi-drug prevention, steroid prevention, violence prevention, risk and protective
factor modifications) and program strategies (individually-focused and community/environmentally-
focused interventions).

Dissemination
CSAP’s Knowledge
Applicat ion (KA)
efforts include broader
dissemination and
adoption of effective
subs t ance abuse
prevention programs
and strategies.  What
works in preventing

substance abuse is well documented.  The successful key to this piece of the system is disseminating
information, materials,  and tools needed by the public and prevention practitioners to expand the use
of science-based information and best practice models in the Nation’s communities, consistent with
SAMHSA’s goal to bridge the gap between knowledge and practice.

CSAP developed a dissemination website for the model prevention programs where, with a simple
click, communities can access practical, detailed information on models identified through the
Registry.  The website provides communities with the tools necessary to implement science based
programs.  Through the website, communities can access staffing and training, program costs,
planning and facilities, participant recruitment, and evaluation information - all to assist in program
implementation.  This site was launched in January 2000 and over the past year averaged more than
25,000 hits per month (www.samhsa.gov/csap/modelprograms/).

To take advantage of technology and rapid dissemination, CSAP has begun to develop  the Decision
Support System (DSS), building from the model program website.  The DSS will be highly
interactive, web-based software providing free technical assistance, training and other resources in
all aspects of prevention.  The DSS provides prevention practitioners at all levels with immediate,
direct access to a wide range of scientifically sound prevention resources.  The system provides
access to a number of prevention databases and “how to” prevention content areas, thus greatly
expanding the knowledge base of prevention professionals at the federal, State, and local levels.  For
example, the system enables the user to conduct state-of-the-science needs assessments, select
scientifically sound best program practices to meet local needs, monitor service delivery and fidelity
of program implementations, access the best measures for targeted outcome indicators, and analyze
and report on program effects and outcomes using core measures.  End-users can adapt the DSS to
their respective technological skill levels, learning preferences, and the capacities of their specific
equipment.

39 Models Have Been Identified to Date (April 2001)
Model Example:  Child Development Project
• Reduced new cigarette smoking by 75%
• Reduced alcohol use by 54%, heavy drinking by 73%
• Reduced marijuana use by 71% and weekly/daily use by 83%
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For over a decade, the National Clearinghouse for Alcohol and Drug Information, (NCADI), has
served as the Nation’s single point of entry in the Federal government for comprehensive,
customer-oriented information about substance abuse prevention, intervention, and treatment. It also
serves as the response center for the ONDCP National Youth Anti-Drug Media Campaign. NCADI
distributes SAMHSA/CSAP/CSAT, NIAAA, NIDA, Department of Education, ONDCP, and other
organizational print and audiovisual resources to the prevention, intervention, and treatment field.
 
NCADI’s PREVLINE has evolved into a top-ranked consumer health site.  This Web-based service
delivers a comprehensive menu of substance abuse prevention and early intervention content to a
wide variety of target audiences, including professionals as well as the general public. Some of
PREVLINE’s accomplishments include:

• In January, 2001 alone, achieved almost 8 million  hits; over 464,000 visitor sessions; an average
visitor session length of over 9 minutes.

• Awarded the 8th most popular consumer health site on the Web by Hot100.com in November
2000. 

• According to a user survey, seventy-six percent of respondents consider the site “above average”
 

NCADI  Dissemination of Substance Abuse Prevention/Treatment Material: 
May 1, 2000 through January 31, 2001:

Total contacts were 4,516,230 for an average of 401,803 per month.
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CSAP will continue to partner with national organizations to promote model programs identified in
the Registry.  CSAP provides technical assistance and information to national organizations which
“adopt” and promote model programs.  For example, the Child Development Program discussed
earlier, was ident ified in the Registry as effective in May 2000 and officially adopted and promoted
by the National Association of Elementary School Principals (NAESP).  This national organization
raised awareness of the project to their constituents and supported it through multiple presentations.
Current national partners using a variety of models disseminated through the Registry include:

S The National Head Start Association
S National Association of Elementary School Principals
S National Senior Service Corps
S Inner City Games Foundation
S Charles R. Drew Medical School
S Child Welfare League of America
S National Council on Aging

B.  Targeted Capacity Expansion

Develop State and Community Capacity
Building on SAMHSA’s Goals to assure services availability and to meet unmet and emerging needs,
CSAP supports a broad Targeted Capacity Expansion (TCE) program.  This next step in CSAP’s
comprehensive approach helps States and communities address current and specific gaps in
availability of substance abuse prevention services and improves the quality of prevention services
provided.  Programs supported under this strategy are crit ical to address pervasive or emerging
substance abuse problems, to fill current gaps in substance abuse prevention services, and to promote
science-based “best practices” in State and community prevention service systems.

State Incentive Grants (SIGs):
The FY 2002 request continues support for the State Incentive Grant (SIG) program.  SIGs are the
most direct existing mechanism for translating prevention knowledge into pract ice.  The SIG program
helps States and communities to implement effective prevention program models identified by NREPP
through SAMHSA programs, NIH programs, and foundation supported projects.  The average grant
size for each SIG State is approximately $3.0 million per year. Eighty- five percent  of program funds
are channeled to local SIG sub-recipients which include community-based organizations, coalitions,
partnerships, local governments, schools, and school districts.  A total of 40 States will have received
a SIG program by FY 2002.  Currently, SIGs have implemented more than 700 science-based
substance abuse prevention programs in communities across the Nation.  Outcomes anticipated from
this program include: statewide (as measured in the NHSDA) reductions in past 30 day tobacco and
drug use, and binge drinking; increases in the age of first use; and increases in perception of risk for
substance abuse; improved collaboration among State agencies; and increased adoption of science
based programs.

Under NAESP leadership, the Child
Development Project, endorsed by the
Robert Wood Johnson Foundation, has
been replicated in 100 schools in 8 States.
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The next step in this comprehensive approach is to help States and communities address current and

specific gaps in availability of substance abuse prevention services and to improve the quality of
prevention services provided.  Programs supported under this strategy are critical to address
pervasive or emerging substance abuse problems, to fill current gaps in substance abuse prevention
services, and to promote science-based “best practices” in State and community prevention service
systems.

Estimated Number of Sub-recipients, Prevention Programs, and Individuals Served       
State Incentive Grants FY 1997 - 2002 ($ in millions)

1997 1998 1999 2000 2001 2002

No. of States per Year
(New/Continuations)

5
(5/0)

14
(14/5)

2
(2/19)

7
(7/16)

9
(9/9)

3
(3/16)

Cumulative No. of  States 5 19 21 28 37 40

Sub-recipient Organizations 125 475 525 625 1,025 1,075

Prevention Programs 312 1,187 1,312 1,562 2,562 2,688

Number of Participants 138,437 525,841 581,216 691,966 1,134,966 1,190,784

Total Funds per Year $15.0 $57.0 $63.0 $60.0 $66.0 $66.0

According to State surveys, Massachusetts has achieved dramatic reductions in substance use
among youth in grades 9-12 including, decreases in alcohol use, cigarette use, marijuana use,
and inhalant use.  The Single State Authority attributes this reduction to CSAP’s programs:
a SIG, Block Grant funds, and the use of science based models from NREPP.

State Profile:  Illinois
Awarded State Incentive Grant 1997 - 2000
Coordinates $59 Million of State and Federal Funds
Last Year - 27 Subrecipients 
Systemic Change:  Redirected Block Grant Funds into Science Based

Prevention Approaches
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HIV/AIDS Prevention:
Substance Abuse prevention is HIV/AIDS prevention - 50% of new cases of HIV infection are
directly related to substance abuse and 30% of all AIDS cases are directly related to substance abuse.
As the experts on substance abuse prevention, CSAP is now bringing this knowledge to communities
to address the critical issue of substance abuse-related HIV infections among minority populations.
Epidemiological data show that HIV disease continues to disproportionately affect African American
and other minority communities.  Although the risk of HIV infection among users of injected drugs
is well known, users of non-injection drugs such as crack cocaine, alcohol, and  methamphetamines
are also at greater risk of HIV infection because drug use can affect judgment and interfere with
communication, resulting in riskier behavior. 

The FY 2002 request continues support for the Centers for the Application of Prevention
Technologies (CAPTs).  The CAPTs, located in six regional sites, including the Southwest border
area, comprise a major national resource supporting the widespread use of scientifically sound and
effective substance abuse prevention interventions.  The CAPTs have been identified by other federal
agencies (e.g.,  D. of Ed, OJJDP, and ONDCP) as the best resource to provide t raining for their
grantees.  CAPTs are essential partners to the SIG program and the Drug Free Community grants
funded by ONDCP.  CAPTs provide hands-on  training and technical assistance to help communities
consistently apply current research-based knowledge about effective substance abuse prevention
programs, practices, and policies.  In FY2000, the CAPTs processed 6771 requests for technical
assistance, and exceeded their GPRA target more than two-fold for assisting systemic changes.  The
predominant changes were implementation of science-based programs and increased coordination.

SAMHSA, through CSAP will continue to focus efforts to prevent minors from purchasing tobacco
products.   The Synar Amendment aims to reduce the death and disease caused by tobacco use in the
Unites States.  To that end, the Synar program focuses on prohibiting the sale or distribution of
tobacco products to minors in all 50 States, the District of Columbia, and eight U.S. jurisdictions that
received Federal substance abuse prevention and treatment funding.

Prior to enactment of the Synar Amendment in 1996, based on community studies, youth under the
age of 18 succeeded in purchasing tobacco products from retail stores 60 to  90 percent of the time.
Since implementation of the Synar program, States have made great strides in reducing these illegal
sales, from approximately 40 percent in 1997 to approximately 20 percent in 2000.    Specifically, 24
States have achieved the overall Synar goal of 20 percent or less retailer noncompliance.
Additionally, as a result of every State's Synar efforts, the majority of Americans (56.2 percent) live
in areas where access to tobacco by youth is limited.  States’goal is to achieve and maintain a 20
percent or lower Synar inspection rate during random checks of tobacco sales to youth under age 18.

Identify Needs
The final piece of CSAP’s integrated  approach is identification of new needs that  should be
addressed within the other four elements of the comprehensive system.  Cross-site and other
evaluation findings identify best prevention practices to disseminate to the field, help improve service
delivery, and identify gaps in knowledge.  Future programs will be designed to fill these gaps.  For
example, a significant finding from CSAP’s cross-site evaluation of the Community Partnership and
High Risk Youth grant programs showed unanticipated gender differences in use rates resulting from
the different prevention strategies.  Highlighting the need for gender-specific interventions, CSAP has
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incorporated these interventions within the Community Initiated Intervention (CII) program.  The CII
program has also been used to address other emerging prevention needs, including programs targeting
older adolescents and young adults.  Increased usage rates are reflected in data from the National
Household Survey.  There is also a need for ethnically and culturally relevant prevention programs
at critical transition points throughout  the lifespan.

Another area CSAP has identified for attention is the lack of fetal alcohol syndrome and fetal alcohol
effects (FAS/FAE) programs in communities impacted by this problem.  In FY 2000, CSAP
supported five State grants designed to support statewide prevention and treatment efforts.  The
efforts of the five States will serve as valuable test models regarding the efficacy of comprehensive
statewide prevention and treatment programs targeting FAS/FAE problems.  In FY 2001, CSAP is
expanding efforts to identify and disseminate effective prevention models.

In addition, SAMHSA is working to address problems associated with underage alcohol use and adult
alcohol abuse.  These programs focus on issues such as alcohol availability, advert ising, school
programs, media education, public awareness and education, violence, college/binge drinking,
responsible hospitality, community outreach, drinking and driving, alcohol and prescription drug use,
and prevention policies.  CSAP efforts reduce underage alcohol use and adult alcohol abuse by
developing knowledge, helping States and providers apply research findings to pract ice, educating
the public, collaborating with and supporting the efforts of other agencies, and providing technical
assistance and/or other information to substance abuse prevention practitioners.  In 2001, CSAP
collaborated with the National Institute on Alcohol Abuse and Alcoholism (NIAAA) on a number of
prevention projects targeted to youth, young adults, and college students.

  To address underage drinking at the national level, SAMHSA supports a multi-year public-
private partnership entitled Leadership to Keep Children Alcohol Free.  Its purposes include:

• Educate the public about the incidence and impact of early alcohol use by children 9-15
years of age.

• Energize the public to continually address this issue in families, schools, and
communities.

• Focus policy makers and opinion leaders on the gravity of the problem.
• Include reduct ion of underage alcohol use as a national priority.
• Engage all Governors’ spouses to be state and national spokespersons for this issue.

FY 2002 Priority Investments . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

SAMHSA plans to use $32.2 million available in the discretionary  funding base to support  83 new
and competing grants.  These resources are available within the substance abuse prevention grant
portfolio as a number of projects conclude in FY 2001.  Over the coming year, CSAP will continue
to consult  with its partners and stakeholders to assure that available resources are directed to meet
the most  pressing needs of the substance abuse prevention community. The programs proposed for
funding below reflect the current professional judgement of the agency and its partners regarding the
most pressing program needs for FY 2002.  CSAP plans to use available resources primarily to



105

expand services for existing programs, including allocating $10.5 million for three new State Incentive
Grants as 3 projects conclude.  This program continues a long and successful history of
collaborat ively working with the States to promote and improve prevention systems and services at
the State, substate and local levels. 

In addition, the budget includes $5 million for new Community Initiated Intervention (CII)
Cooperat ive Agreements.  The CII program is a critical tool for identifying and filling critical gaps
in prevent ion services throughout the country.  While the prevention field continues to develop
effective interventions, many of these have not been tested with populations other than those for
which they were originally developed.  The CII program expands proven prevention practices into
diverse settings and populations.  The grantees select and adapt prevention interventions that meet
the specific prevention needs of the local target population. The CII program enables communities
to incorporate recent research findings, such as the need for gender-specific intervent ions, and
address emerging trends, such as substance abuse among the elderly.   As more  sites implement
prevention programs, cross-site evaluations yield more data on what works for varying populat ions
and under what range of circumstances.  This information augments the prevention knowledge base
and assists other communities in addressing their own prevention needs.  At this level, we will fund
20 new grants supporting substance abuse prevention programs around the country.

CSAP also plans to develop effective HIV/AIDS models integrating substance abuse and HIV
prevention findings from previously funded programs.  A $13.8 million effort, funding 75 sites, will
concentrate on institutionalizing services through the established prevention infrastructure created
by the SIGs and CAPTS.  These supplemental grants will enable SIGS to support services while
CAPTs support t raining and dissemination of effective programs.  Program funds will target those
communities with high prevalence rates and lack of prevention services. Emphasis will be placed on
training community residents to provide intensive outreach services for hard-to-reach populations.
This is a critical need in the comprehensive strategy aimed at the health emergency in communities
of color and considers the Administration’s plan to increase the number of community health centers
in underserved communities.  Expected outcomes include reduced substance-abuse related HIV
infection in targeted communities, improved access to substance abuse and HIV prevention services
among hard to reach populations, and increased knowledge of HIV and substance abuse prevention
issues among providers and community residents.

The grant portfolio includes $2.2 million to fund 6-8 sites to adapt the St rengthening Early
Interventions program to expand and integrate the most promising and successful SESS strategies
and methods in new venues.  These will include Early Head Start and faith-based early childhood
programs, reaching a broader audience of underserved high-risk young children and families.   Also,
$0.7 million will be available within the High Risk Youth program. 
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Funding for PRNS during the last five years has been as follows:

Funding FTE

1997 $155,869,000 —
1998 $157,000,000 —
1999 $162,800,000 —
2000 $146,705,000 —
2001 $175,013,000 —

Rationale for the Budget Request . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

The FY 2002 President’s Budget request continues this program at the 2001 level. 
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SUBSTANCE ABUSE TREATMENT
Overview

        

2001 Increase Increase
2000 2001 Current or 2002 or  

  Actual   Appropriation  Estimate  Decrease  Estimate  Decrease 

PRNS . . . . . . . . . $214,390,000 $256,315,000 $256,122,000 +$41,732,000 $296,122,000 +$40,000,000
Block Grant . . . 1,600,000,000 1,665,000,000 1,665,000,000 +65,000,000 1,725,000,000 +60,000,000

Total . . . . . $1,814,390,000 $1,921,315,000 $1,921,122,000 +$106,732,000 $2,021,122,000 +$100,000,000

Changing the Conversation

Vision Statement:  We envision a society where people with alcohol or drug problems, people in
recovery, and people at risk for these problems are valued and treated with dignity and where
stigma, accompanying attitudes, discrimination, and other barriers to recovery are eliminated.
We envision a society where substance abuse and dependence is recognized as a public health
issue, a treatable illness for which individuals deserve treatment.  We envision a society where
high-quality services for alcohol and drug problems are widely available and where treatment is
recognized as a specialized field of expertise.

The problem of substance abuse and dependence has long troubled the Nation, reflecting conflicting
concerns for public safety, moral values, and health.  Advances in science have reshaped our
understanding of addiction and have created an array of effective behavioral and pharmacological
interventions, but as the tables below indicate, there are more people in need of substance treatment
(including alcohol) than are able to access it.  SAMHSA’s Center for Substance Abuse Treatment
initiated Changing the Conversation: A National Plan to Improve Substance Abuse Treatment
(NTP) to build on recent advances in the field, to bring together the best thinking about improving
treatment, and to make  recommendations to translate these ideas into practice. 

Studies show that, with treatment, primary drug use decreases by nearly 50%.  In addition, with
treatment, reported alcohol and drug-related medical visits decline by more than 50%, criminal
activity decreases by as much as 80%, and client financial self-sufficiency improves (e.g., employment
increases, welfare receipt and homelessness decline) (NTIES, 1997).

Estimated annual spending on substance abuse
prevention and treatment in 1997 was $11.9
billion. Of this amount, public spending
accounted for $7.7 billion or nearly two-thirds,
compared to 53% in 1986 (McKusick, et al.,
2000).

Through the NTP, CSAT intends to respond
to these facts and to a range of national plans
and initiatives concerning substance abuseand
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health, including The National Drug Control Strategy goals for better treatment and Healthy People
2010.  Five Expert Panels (Closing the Treatment Gap, Reducing Stigma and Changing Attitudes,
Improving and Strengthening Treatment Systems, Connecting Services and Research, Addressing
Workforce Issues) representing a diversity of knowledge, experience, and views considered previous
studies and recommendations, then focused on what should be done next. CSAT sponsored a series
of six public hearings around the country.
  
FY 2002 budget proposals incorporate the collective vision of the participants in the NTP
“conversation” over the past year. The FY 2002 budget will: provide an increasing level of funding
to support the substance abuse treatment services needs of States, t ribes and tribal organizations,
towns, cities, and other local entit ies; provide substance abuse treatment services to crit ically
underserved populations, wherever they exist; and return former substance abusers to full health and
to a more productive role in their families, the workforce, and society.

Programs of Regional and National Significance

While treatment is known to be effect ive, a gap in the availability of treatment continues to exist.  For
adolescents, the gap is composed of both a lack of treatment services and a treatment system ill
equipped to address many of the problems unique to this population.  For women, the gap is typically
an issue of the need for residential treatment services and accompanying services for infants and
children.  For those affected by HIV/AIDS, the problem is the need for full integration of services for
substance abuse, mental health, primary care and prevention.  These are only some of the issues facing
the substance abuse treatment community and the nation as a whole.

The problem of alcohol and illicit drug use is so widespread and deeply embedded in the United
States that the health care, law enforcement, and criminal justice systems are overwhelmed.  To
address these problems effectively requires that we mobilize all the resources available in our
communities, including effective community coalitions and faith-based groups.  In 1993, CSAT
initiated a special program to address the inclusion of clergy and other faith leaders in an effort to
reduce substance abuse and the problems associated with it.  The programmatic approach was to
develop a curriculum to provide necessary information and education about illicit  drugs, alcohol, and
tobacco dependency, the major premise being that informed and educated clergy and religious lay
persons are a key to securing and sustaining the involvement  of the faith community in addressing the
many problems associated with substance abuse.  CSAT has continued to sponsor this and other
activities to facilitate the involvement of the faith community in substance abuse treatment.  This is
just one example of ongoing activities involving faith-based organizations.

Substance abuse treatment has been shown to be effective if the right mixture of treatment  resources
(i.e., providers, modalities, services, etc.) is utilized.  In FY 2002, CSAT will continue to work
towards the development and implementation of successful substance abuse treatment services in
order to reduce the number of substance abusers and the health costs associated with drug use.

Children/Adolescents: Most communities suffer from fragmentation of services for children and
adolescents and have extreme shortages of available substance abuse treatment and support services
for children/adolescents and their families.  Adolescents are one group which is significantly
underserved, with only 20 percent of those in need of substance abuse treatment services able to
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receive them.  Furthermore, evaluations of CSAT adolescent treatment programs have presented
findings on the benefits of substance abuse treatment for this population.  The Cannabis Youth
Treatment (CYT) program evaluated five outpatient t reatment protocols and found that all were
significant ly better than existing practices.  Prior to this study, 80% of adolescents treated in
outpatient  settings had post-treatment outcomes ranging from decreasing use by 15% to increasing
use by 10%.  The CYT program reported decreasing use an average of 31%.  Major preliminary
findings from the Juvenile/Criminal  Justice Network Program were that  for adolescents, treatment
networks (i.e. social services, education, juvenile justice, primary care) were more effective in
providing treatment to older teens (15 years of age and older) and to those arrested for drug related
offenses. 

The FY 2002 request proposes adding $14.0 million in new efforts to increase substance abuse
treatment services for children/adolescents, integrating these services within the existing broad
spectrum of services and support.  This spectrum includes juvenile justice, school systems, primary
health care, mental health treatment, child protective services, foster care and other related systems.
This investment will provide age specific treatment services, to include early intervention services for
youth who are using but not yet addicted to alcohol and drugs.  Of this amount, $8 million is reserved
for youth residential treatment.

HIV/AIDS: The Congressional Black Caucus has earmarked funds specifically focused on enhancing
and expanding substance abuse treatment services related to HIV/AIDS in African-American,
Hispanic, and other racial/ethnic minority communities.   Current efforts total $53 million.  CSAT
supports services to 101 grants to expand substance abuse treatment and HIV services and street
outreach to a number of racial and ethnic communities in 22 States in FY 2000 with various high risk
population groups.  These programs, in a relatively short period of time, have realized substantial
success in securing access to substance abuse treatment services, increasing the early access to
HAART (Highly Active Antiretroviral Therapy), reducing recidivism, and reaching out to chronic
drug users through street outreach programs.  In FY 2002, CSAT will continue to fund these
programs and focus on population groups which continue to have low rates of utilization of substance
abuse treatment, mental health and primary care services, and are over represented among those with
multiple risk factors for HIV infection based on high risk sexual and drug using behaviors.  These
include adolescents, particularly African American and Hispanic, men who have sex with men, and
former inmates of the correctional system.

Women: Women are served under a variety of CSAT programs and have been characterized by
histories of severe substance abuse, co-occurring mental disorders, histories of physical and sexual
abuse, and involvement with the criminal justice and the child protection systems.  Preliminary
findings from the Women’s programs show that 56% of all women treated, and 70% of those who
stayed in treatment at least 6 months, were abstinent for the 6-month period after treatment.  In
addition, women who received help with transit ional housing and who attended self-help groups after
treatment were more likely to remain abstinent. Existing empirical data confirm that a comprehensive,
integrated services approach is effective in treating this population.  CSAT continues to fund
programs for women through the Targeted Capacity Expansion (TCE) grant program as well as other
initiatives, such as the Women, Co-Occurring Disorders and Violence Study.
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American Indian/Alaska Native:  While some American Indian/Alaska Native (AI/AN) communities
have been very successful in competing for treatment funding from CSAT, many have not .  In FY
2000, 21 TCE grants ($19.3 million) served AI/AN communities, yet, this populat ion remains
significantly underserved.  The National Household Survey on Drug Abuse (NHSDA) indicates that
the Indian population demonstrates the greatest illicit drug use of all racial/ethnic populations.
Jurisdictional differences between tribal and state government often result in a lack of appropriate
resources for this population.

In FY 2002, CSAT will continue an American Indian/Alaska Native Community Planning program
begun in FY 2001.  This program will provide support for tribal community planning and consensus
building.  These grants will enable recipients to obtain assistance in developing plans for providing
substance abuse treatment within their local communities.  The plans will describe how tribal
governments, organizations providing a range of health and social services to urban Indian
populations, and other  community organizations will work together to deliver substance abuse
treatment and integrate that treatment with  HIV/AIDS prevent ion and treatment, mental health,
primary care, and social services. 

Criminal Justice:   The U.S. rate of incarceration has grown at a decade long rate of about 7% a
year, and drugs are implicated in the incarceration of 80% of the people in jail.  Dr. Harry K. Wexlar
and his colleagues studied recidivism outcomes for offenders who received treatment while
incarcerated and then received addit ional treatment and aftercare in the community.  They found that
three years after release from prison 27% of offenders who received in-prison treatment and treatment
after prison had recidivated, while 75% of offenders in the comparison groups had gone back to
prison.  Other studies have shown similar results.

In FY 2001, an interagency effort was begun by the Department of Labor, Department of Justice,
CMHS, and CSAT.  Called Development of Comprehensive Co-Occurring Treatment Systems for
Juveniles and Adults Reentering the Community from Prisons, Jails, or Detention Centers, the
purpose of the CSAT funds is to enable communities to provide effective substance abuse and related
services for those people returning to their families and communities.  This will include the
development of system linkages and referral resources, increased treatment capacity, and ancillary
services such as assessment, case management, education, and aftercare. In FY 2002, SAMHSA plans
to provide an additional $6 million targeted to teens and young adults being released from the
juvenile/criminal justice system. 

In FY 2002, CSAT plans to expand by $10 million, funding to Adult, Juvenile and Family Drug
Courts.  Drug Courts continue to expand rapidly around the country and are seen as an effective way
to help drug users regain control of their lives while reducing the overall cost to the taxpayers.  For
example, it is now the policy in the New York court system that all persons involved with the courts
should be provided treatment when appropriate, and drug courts are seen as the primary tool.  The
problem is that while drug courts have expanded dramatically throughout the country (there are now
more than 700), there has not been a concurrent expansion in the availability of treatment resources
for these courts and the communities they serve.  The most glaring funding shortage for drug courts
is funding for clinical interventions. 
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Homeless: In response to concerns that substance abuse among the Nation’s homeless population
remains a serious problem that requires additional attention, and that existing addiction services are
not adequately addressing the unique needs and life circumstances of homeless persons, in FY 2001,
CSAT initiated a $10 million Addictions Treatment for the Homeless program.  An estimated 25-40
percent of homeless people need programs to help them recover from drug and alcohol abuse
illnesses.  SAMHSA’s goal is to enhance and strengthen substance abuse treatment within a seamless
system of services (i.e., primary care, mental health, housing, and other social services) for this
population.  In FY 2002, CSAT intends to increase treatment funding for the homeless by $4 million
and continue to focus on connecting the systems which are critical for the success of substance abuse
treatment.

Co-Occurring:  People with co-occurring addictive and mental disorders are a large and significantly
underserved population.  Based on the Epidemiologic Catchment Area (ECA) survey and the
National Comorbidity Survey, about 10 million people in this country will have at least one
diagnosable mental disorder and one co-occurring substance abuse disorder in any year.  Patients with
mental, drug, or alcohol disorders appear in both systems and often are missed or mis-diagnosed.
Because many people with co-occurring disorders are homeless or are involved in the criminal justice
system, CSAT, through the National Treatment Plan, strongly recommends a “no wrong door”
strategy to ensure effective and appropriate care for all individuals.  In FY 2002, CSAT plans to
continue efforts for this population through the TCE grant program and Treatment Models for People
with Co-occurring Substance Abuse and Mental Health Disorders. 

Opioid Treatment: SAMHSA/CSAT and the Food and Drug Administration (FDA) have
collaborated over the past three years to transition DHHS oversight of methadone and LAAM
treatment programs from FDA to CSAT.  The final rule was published January 17,  2001.  CSAT and
FDA have continued to facilitate the transition of responsibilities and activities.  Until the rule
becomes effective, CSAT will continue working with FDA and the State Methadone Authorities to
facilitate the change of responsibilities.  In FY 2001, implementation of the national accreditation
system for opioid treatment programs will begin and will accelerate in FY 2002.  CSAT is taking a
leadership role in working with key medical organizations and State licensing boards and narcotic
drug control authorities to assure consistent, quality opioid treatment, and plans to train 4,000
physicians by the end of FY 2002.  CSAT continues to move ahead with its effort to develop
treatment guidelines and a physician training curriculum in anticipation of new treatment medications,
such as buprenorphine and buprenorphine NX.  The first pilot presentation of the CSAT curriculum
was at the American Association of Addiction Psychiatry Conference in December, 2000, where 100
physicians completed the education class. 

Training and Technical Assistance: The National Treatment Plan identified the need for training
and technical assistance efforts throughout the five panels.  Some of the recommendations from the
NTP were already in place.  CSAT will continue to fund Addiction Technology Transfer Centers
(ATTCs) at the FY 2001 level of $7 million to ensure those working in the treatment field have
access to the most current knowledge needed to provide effective treatment services.  The ATTC
program is multi-disciplinary in scope, encompassing addictions counseling and a minimum of three
other related disciplines such as medicine, nursing, social work, marriage/family therapy, and criminal
justice.  The ATTCs also provide training of treatment providers in areas such as cultural
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competence, assessment, and monitoring processes.  The current network of 13 geographically
disbursed ATTCs covers 39 States, the District of Columbia, Puerto Rico, and the Virgin Islands. 
The purpose of the technical assistance activities supported by CSAT is to promote the transfer of
knowledge and assist grantees in the development and implementation of the programs.  There are
technical assistance contracts which support the discretionary grant programs such as the Targeted
Capacity Expansion program, the Exemplary Treatment Models programs for Adolescents and Co-
occurring populations, and the Methamphetamine Treatment program.  These contracts provide such
support as consultation, data and analytic activities, development and implementat ion of training
activities, and development and evaluation of program products to grantees in order to advance the
utilization of the most recent research and findings in the field of substance abuse treatment.

Other: Other discret ionary activities planned for continuation in FY 2002 include the Practice
Improvement Collaboratives, the Recovery Community Support Program, Community Action Grants,
and a new activity, Services Integration and Development of Systems of Care - State Incentive
Grants.  These program activities are discussed in further detail in the PRNS section.  In addition,
there are several major evaluation studies and knowledge transfer activities in process.  These include:

• Persistent Effects of Treatment Studies (PETS) - A primary set of follow-up studies
evaluating the long-term effectiveness (up to 36 months) of substance abuse treatment
services.

• Knowledge Application Program (KAP) - The means by which the knowledge developed
through a broad array of CSAT-sponsored activities (including grants, cooperat ive
agreements and contracts) is recorded and/or developed, transformed into products, marketed
and disseminated to substance abuse treatment professionals, professionals in related fields
and consumers.  Examples include the Treatment Improvement Protocols (TIPs), CSAT by
Fax, Substance Abuse in Brief.

• National Evaluation Data Services (NEDS II) - Covers three different yet highly compatible
and interlinked data activities:  (1) GPRA data pooling, analysis and reporting; (2) state
administrat ive data system development, data acquisition and pooling, and analysis using web-
based technology; and, (3) secondary analysis of existing data resources. 
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Programs of Regional & National Significance
Program Distribution of Funds

(dollars in thousands)

FY 2000 FY 2001 FY 2002
Substance Abuse Treatment:
Children/Adolescents . . . . . . . . . . . . . . . . . . . . $16,502 $15,923 $33,988
HIV/AIDS . . . . . . . . . . . . . . . . . . . . . . . . . . . . 44,982 57,187 59,187
Women . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 25,201 24,879 28,979
American Indian/Alaskan Native . . . . . . . . . . . 25,658 27,002 23,250
Criminal Justice . . . . . . . . . . . . . . . . . . . . . . . . . 7,861 15,076 23,372
Homeless . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2,015 13,130 16,000
Co-Occurring . . . . . . . . . . . . . . . . . . . . . . . . .    7,058    9,457    7,575
Opioid Treatment . . . . . . . . . . . . . . . . . . . . . . . 9,294 10,175 11,281
Training & Technical Assistance . . . . . . . . . . .  15,178  12,249 14,059
Other . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 60,641 71,044 78,431

Total . . . . . . . . . . . . . . . . . . . . . . . . . $214,390 $256,122 $296,122

Block Grant and Formula Grant Programs  

Substance Abuse Prevention and Treatment Block Grant (SAPT Block Grant): The President’s
request includes an increase of $60 million for the SAPT Block Grant in FY 2002.  The 4,800
additional persons served with block grant funding, together with persons served by proposed PRNS
increases will direct much needed resources toward reducing the drug treatment gap of 2.9 million
persons.

Persons Served with SAMHSA/CSAT Funding

FY 2000 FY 2001 FY 2002
PRNS

Persons Served . . . . . . . . . . . . . 67,199 83,474 95,217
Number of Grants . . . . . . . . . . . 376 472 526

SAPT Block Grant . . . . . . . . . . .
Persons Served . . . . . . . . . . . . . 330,970 337,390 342,194
Number of Grants . . . . . . . . . . . 60 60 60

Total Persons Served . . . . . . . . . 398,169 420,864 437,411
Total Awards . . . . . . . . . . . . . . 436 532 586
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Center for Substance Abuse Treatment
Programs of Regional and National Significance (PRNS)

Authorizing Legislation - Sections 509, 514, and 1971 of the Public Health Service Act

        

2001 Increase Increase
2000 2001 Current or 2002 or  

  Actual   Appropriation  Estimate  Decrease  Estimate  Decrease
            
PRNS . . . . . . . . . $214,390,000 $253,815,000 $253,622,000 +$39,232,000 $278,622,000 +$25,000,000
SAT Svcs for
 Child & Adoles . . . . . . . . . — 2,500,000 2,500,000 +2,500,000 16,500,000 +14,000,000
Data Infrast . . . . . . . . . . . . — — — — 1,000,000 +1,000,000
    Total . . . . . . . . $214,390,000 $256,315,000 $256,122,000 +$41,732,000 $296,122,000 +$40,000,000

2002 Authorization . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Such Sums as Necessary

Purpose and Method of Operation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Public Law 106-310, the Children’s Health Act of 2000, October 17, 2000, reauthorized  SAMHSA
programs. Among the many aspects of the law, it amends or repeals entirely several older
discretionary programs and establishes a new discretionary authority for the Secretary to address
priority substance abuse treatment needs of regional and national significance.  This approach
provides the Secretary flexibility to respond to the needs of people in need of substance abuse
treatment.  Three separate types of activities are authorized under the new law: (1) knowledge
development and application projects which are used to develop more information on how best to
serve those in need; (2) t raining and technical assistance to disseminate the information knowledge
development; and (3) targeted capacity expansion programs which enable the agency to respond to
service needs in local communities.  Also addressed is the importance of the interface between
substance abuse treatment services and primary care.

Knowledge development and application projects:  The mission of CSAT is to ensure that people who
suffer from substance abuse problems get the most effective treatment services available, when and
where they need them.  To this end, SAMHSA focuses on bridging the gaps between federal and
State needs and resources, between research and practice; between substance abuse professionals and
their counterparts in other social services systems; and, most importantly, between the drug addicted
individual and drug treatment services.   The objective of the National Treatment Plan (NTP) process
is to stem alcohol and drug use and abuse by fostering ongoing improvement in the quality and
availability of treatment services for substance abuse and dependence.

The NTP process will facilitate States, counties, cities and local communities to build on recent
advances in the field, by bringing together the best ideas about improving treatment, and through
identification of action recommendations that can translate theories into practice.  Substance
abusing/addicted persons present in a wide variety of human services, health, or justice system
settings.  Although progress has been made in the development of integrated systems to identify and



116

provide treatment for substance abuse, most communities and States need further development and
integration of their systems of care to deliver services in a comprehensive, t imely, and effective
manner.

Multiple barriers, as shown in the figure below,  impede access to substance abuse treatment services,
including individual, social, organizat ional, and financial barriers.  Individual barriers may include
denial of the disorder by the client or lack of recognition of the client’s problem by other health care
workers.  The need for transportation to the treatment site, child care while attending treatment, or
the need for a Spanish (or other language) speaking treatment provider are examples of social
barriers.  In addition, some persons in need of treatment may not be able to afford it, or may not have
insurance coverage that is adequate for  individual treatment needs.

The findings and recommendations of the National Treatment Plan  emphasize the benefit of multiple
systems working together to ensure that appropriate effective care is available to all individuals in
need of treatment.  Based on the “every door a right door” approach, no matter where in the human
services, health, or justice systems an individual presents, his/her alcohol or drug problem will be
appropriately identified, assessed, referred, or treated.

Effective treatment and
the wise use of
resources require a
commitment to improve
the quality of care.
Trea tment  programs
must incorporate new
research results in their
treatment  practices,
imp lement  qua lit y
improvement systems
and  p e r f o r m a nc e
standards, and employ
well- t ra ined sta ff.
Practice concerns must
help inform the NIH
research agenda, and

new knowledge must move swiftly and effectively from research into application.  This interactive
process should establish evidence-based practices, treatment and management standards, performance
measures and quality indicators as well as training programs for staff.

The National Treatment Plan process identified a number of priorities to improve substance abuse
treatment quality: 

• establishing a system to connect services and research, which has as its goal the provision of
treatment that is based on the best research evidence;
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• developing commonly accepted standards for the treatment field, which include evidence-
based standards for quality of care and practices that apply to all systems and payors;

• achieving consensus on critical data elements to measure quality of care and treatment
outcomes for payors and providers;

• establishing standards for education, training and credentialing of all treatment professionals;
and, 

• attracting, supporting and maintaining a competent , diverse workforce, responsive to the
client population.

CSAT’s unique Practice Improvement Collaboratives (PIC) program is a very practical effort to help
community-based providers improve the quality of substance abuse treatment services.  Community
partnerships are formed for the purpose of implementing evidence-based practices in community-
based organizations.  Each collaborative supports the implementation of best practices, evaluates
different methods of implementation, involves multiple partners in setting and carrying out a
knowledge adoption agenda, and serves as an ongoing resource for practice improvement needs of
community-based treatment providers.  Systems that promote consistent communication and
collaboration among service providers, academic institutions, researchers and other relevant
stakeholders, have been found to be most successful when they focus on the interdependent functions
of knowledge development, transfer and application – emphasizing application in practice.

Knowledge development programs address the determination and documentation of quality  treatment
standards.  CSAT has sponsored the development and refinement of a number of treatment protocol
manuals for different target populations (e.g., methamphetamine users, adult marijuana users,
homeless persons experiencing problems with alcohol and drug use, adolescent marijuana users) for
community based providers.   Similarly, NIDA and NIAAA have sponsored the development of such
manuals for treatment of opiate, cocaine, and alcohol dependence, but these must be moved into
community based provider organizat ions to be effective.  As part of the research to practice cycle,
the effectiveness of these treatment protocols needs to be further examined within an expanded set
of treatment programs using a standardized outcomes monitoring approach. Treatment protocols and
standards setting must be a collaborative process, involving all relevant stakeholders. 

The standards will support treatment that responds to the unique needs of individuals and families
from different population groups, that is client-centered, respectful and empowering to the individual,
and free from the stigma often associated with alcohol and drug problems.  Standards will be based
on the best  evidence, and provide for continuing improvement.  At the same time, the design of
standards and quality assurance and improvement systems must incorporate consideration of
implementation costs.

Training and technical assistance to disseminate the information through knowledge development:

The objective of providers in the field to guarantee delivery of optimum care, together with the recent
connection between provider reimbursement and education levels, calls for a formal strategy and
defined standards for training substance abuse treatment staff.  Through operation of  a network of
Addiction Technology Transfer Centers (ATTC), CSAT promotes an NTP goal of attracting, training,
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supporting, and maintaining a competent, diverse workforce, responsive to the client population.  The
need for basic education and training standards is widely supported for new substance abuse
treatment practitioners entering in the field.  The field has also begun to address the need for
standards for basic and continuing education through projects such as the Addiction Counseling
Competencies.  Other key workforce issues include improved compensat ion, career ladders, and staff
development.

Maintaining an adequate supply of competent substance abuse treatment staff who are trained to
practice at specified levels and who can address complex needs of diverse client groups is critical for
access to quality substance abuse treatment services.  CSAT has been asked to help establish a
minimum workforce data set and develop a framework for periodic data collection, collect  the data,
develop a computerized workforce database, and analyze the data by a variety of criteria.

Pervasive negative attitudes surround people seeking treatment and those in recovery.  First,  is the
underlying stigma attached to people with alcohol and drug problems, people in or seeking recovery
and their families, significant others, and support networks. Second, is the persistent but mistaken
impression that treatment does not work.  Third, is the tendency to confuse the illness with behavior
that may constitute indications, symptoms, or results of the illness. Finally, people with alcohol or
drug problems often suffer from additional compounding stigmas--based on race, ethnicity, gender,
sexual orientation, and other factors.  States, counties, cities, tribes, local communities, and
community based organizations have asked through the National Treatment Plan process for
assistance in addressing this issue.

Alcoholism and drug dependence are diseases and public health problems.  The findings and
recommendations of the National Treatment Plan process clearly point to the need for the
development and implementation of specific stigma-reduction activities, as well as efforts to organize
the recovery community and build its capacity to engage in public dialogue and education.  CSAT’s
current Recovery Community Support Program (RCSP) supports both goals, and includes stigma-
reduction approaches and models that can be implemented by local recovery community groups and
others in the addiction treatment and recovery field.  RCSP goals are to create a more accepting and
caring attitude within States, counties, cities, tribes and local communities, to encourage more people
to seek substance abuse treatment and accept personal responsibility for their recovery, and to
discourage substance abuse in American society. 

The RCSP will also support organizations or programs comprised of and led by people in recovery
and their family members and other allies to develop, implement, and evaluate the effectiveness of
local stigma-reduction strategies consistent with the findings and recommendations of the National
Treatment Plan.  Projects will pioneer approaches to stigma reduction based on messages and
processes tailored to the specified target audience and specific jurisdictions.  Knowledge gained will
provide the foundat ion to develop public education materials and messages that the recovery
community and others in the field can incorporate into anti-stigma efforts to assist States, counties,
cities, tribes and local communities in their activities.

CSAT will encourage the faith community to apply for federal funding for t reatment projects and fund
training-related projects to  expand and enhance the knowledge and skills of faith communities in
complex substance abuse and mental health issues, including new approaches for outreach, and



119

provide medical and psychiatric referral support, and effective methods to promote cooperation and
collaboration among the faith, substance abuse treatment, and public health communities.  This builds
on the results of CSAT’s prior Faith-Based Project that grew out of the Target Cities demonstration
program.  The objectives of this project are threefold:

• Outreach--To work with religious organizat ions to enhance the treatment potential within
communities; 

• Education--To work with educational institutions to increase the potential for treatment
education among the clergy;

• Resources Allocation--To provide resources for knowledge application grantees to enhance
their ability to network, collaborate, plan, implement, and evaluate their faith community
efforts.

Targeted capacity expansion programs to respond to service needs in local communities:   A report
by the Physician Leadership on National Drug Policy (PLNDP) supports the position that treatment
is effective in reducing the number of persons who are dependent on illegal drugs.  The
implementation of CSAT’s TCE program has helped communities to address the scourge of
substance abuse.  TCE activities help to reduce the  treatment gap, provide funding assistance to
communities where there are emerging drug problems, and support rapid and strategic responses to
the demand for substance abuse treatment services that are local and regional in nature.  Examples
of this include expansion of specialized services for women in three regions of Colorado, especially
underserved rural areas; expansion of outpatient methadone treatment in the under-represented  areas
of Chicago; and expansion of medical and non-hospital detoxificat ion services in Philadelphia.  In FY
2001, CSAT will award approximately 147 new TCE and TCE-HIV/AIDS grants.  All TCE program
announcements will encourage applications from community and faith-based organizations, as studies
have shown that these organizations can be a powerful tool in helping individuals overcome drug and
alcohol addiction.

FY 2002 Priority Investments . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

In FY 2002, CSAT will invest $61 million in new competitive projects from resources available within
the substance abuse treatment services program base as a number of projects conclude in FY 2001.
Over the coming year, CSAT will continue to consult with its partners and stakeholders to assure that
available resources are directed to meet the most pressing needs of the substance abuse treatment
community. The programs proposed for funding below reflect the current professional judgement of
the agency and its partners regarding CSAT’s most pressing program needs for FY 2002.  

CSAT plans to allocate a total of $5 million for the Recovery Community Support Program
(RCSP) and the Comprehensive Community Treatment Program (CCTP).  The CCTP is  a
program designed to allow treatment providers and other experts in the substance abuse treatment
field the opportunity to ident ify innovative clinical and service delivery approaches in need of  study
and development. 
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In FY 2001, CSAT began to develop, plan, and implement a new program, Rehabilitation and
Restitution.  In FY 2002, $2.0  million in funding will be used to support knowledge development
and systems change activities toward the implementation of a sophisticated, multi-system program
for substance abusing offenders.  This program will provide the opportunity for certain non-violent
substance abusing felony offenders to: 1) recover from their addiction; 2) provide restitution to
victims and the community, by performing community service and responding to victims concerns
when appropriate; and 3) become more fully functioning citizens of the United States with the
opportunity to regain all the privileges of citizenship.  The goals of this program are to improve
treatment retention and outcome, reduce criminal activity which also reduces victimization, and assist
program clients in becoming more fully functioning citizens.

CSAT plans to award new grants of $19 million comprised of Planning Grants, Community Action
Grants,  Practice Improvement Collaboratives, and TCE.   In FY 2002, CSAT will expand this
continuum of services and provide for a range of needs at the community level, all directed toward
providing effective drug treatment efficiently. 

This program continuum provides opportunities for the range of activities for communities in need,
from bringing communities to consensus around adoption of a proven treatment model, to developing
linkages of existing services in order to improve the quality and efficiency of delivery and reduce
drop-out and recidivism, and finally, to support the provision of services where demonstrated need
exists.  

The findings and recommendations of the National Treatment Plan emphasize the benefit of multiple
systems working together to ensure that appropriate effective care is available to all individuals in
need of treatment.  Major themes throughout the NTP include the need for large scale systems
development and integration and adopting best practices and commonly accepted standards for the
treatment field based on evidence and science.  Such complex, multi-dimensional activities must be
ongoing processes with careful planning, and often, staged implementation.  In response to this need,
as identified in the NTP, CSAT is proposing an $8 million reinvestment effort in FY 2002 for the
award of 8-10 State Incentive Grants (SIG) .  Following the NTP, CSAT plans to consult with
State representatives, providers and other stakeholders in developing this program.  The program
would be designed to provide incentives for States to take the lead in implementing best practices
across the range of NTP issues.  For example, States and their partners might focus on:

• creat ing strong inter-system linkages among substance abuse treatment, mental health and
primary health care, criminal justice, welfare, employment and other systems to better meet
the complex needs of persons with severe drug and alcohol problems;

• developing and strengthening a comprehensive infrastructure that at tracts, supports,  and
maintains a competent, diverse workforce;

• facilitating participation of those in recovery and their family members in the planning, design,
delivery and evaluation of addiction treatment and recovery policies, systems and services;

• assessing findings developed from research and knowledge development efforts and
translating evidence-based practices for field application.
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In FY 1999, funds were provided with the support of the Congressional Black Caucus to address the
HIV/AIDS crisis existing in communities of color.  In response to this and increasing numbers of
AIDS cases among racial and ethnic minority populations, CSAT awarded TCE/HIV grants to
community-based organizations to augment, expand and enhance substance abuse treatment services,
HIV/AIDS services, and other infectious disease services.  In addition, HIV Outreach Projects were
awarded designed to target hard-to-reach, high risk substance abusers with preventive health and
behavioral risk information and to facilitate their early entry into substance abuse treatment.  New
projects were funded under the TCE/HIV program in FY 2000 and 2001.  The startling rates of
increase of HIV and AIDS among racial and ethnic minority populations, the subsequent declaration
of a health emergency by the Surgeon General, and current data indicate the HIV/AIDS health crisis
has not abated nor has realized a demonstrable change in the epidemiology of HIV/AIDS.  CSAT
plans to reinvest  $23 million in FY 2002 funding for those programs first funded in FY 1999.  These
grants have engendered trust, cooperation and collaboration within communities where cynicism, fear
and distrust are common and continuation of their specialized services is a necessity.

In FY 2002, CSAT plans to invest $1 million for  Data Infrastructure Development from resources
available within base level funding.  The Children’s Health Act of 2000 authorizes SAMHSA to
provide funding to States for the purpose of developing and operating substance abuse data
collection, analysis, and reporting systems with regard to performance measures including capacity,
process, and outcome measures.  This effort will allow States to build the substance abuse treatment
data infrastructure necessary to implement a performance based system to allow for initiation of
Performance Partnership Block Grants.  CSAT plans to make approximately 10 awards to States who
have often reported that they lack the data infrastructure needed to report performance measures. 

Finally, CSAT plans to award $3 million to continue contract support for the substance abuse
treatment field and community programs.  This includes training agencies and providers in the proper
maintenance of patient records for purposes of confidentiality; community forums to develop and
support events for National Alcohol and Drug Addiction Recovery Month; and evaluation activities
of new programs for clinical use of opioid treatments such as buprenorphine and
buprenorphine/naloxone.

Funding for PRNS during the last five years has been as follows:

Funding FTE

1997 . . . . . . . . . . . $155,868,000 —
1998 . . . . . . . . . . . 155,868,000 —
1999 . . . . . . . . . . . 170,386,000 —
2000 . . . . . . . . . . . 214,390,000 —
2001 . . . . . . . . . . . 256,122,000 —
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Rationale for the Budget Request . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

The President’s Budget request includes an increase of $40.0 million for PRNS for an FY 2002
program total of $296.1 million, or an increase of 15.6%.  All of the increase will be allocated to
support new TCE projects, funding approximately 54 new discretionary grants.  The new projects
will provide substance abuse treatment services for approximately 12,000 persons.  Increased PRNS
resources will focus on high-risk populations and high-need communities as follows:

• Treatment services for teens and young adults, including both residential and outpatient
treatment ($14 million): No more than one of every five adolescents in need of treatment
services  receive them.  A recent survey in the State of Minnesota showed that only 18% of
adolescents in need of substance abuse treatment receive services.  The majority of services
for adolescents are provided to those referred from the juvenile justice system (over 40%
according to the most recent TEDS data).  This shuts out many adolescents from services
who do not develop problems severe enough to bring them to the attention of the juvenile
justice system. SAMHSA’s goal is to build the capacity of communities to provide for youth
and young adults (up to the age of 24) substance abuse t reatment services which are evidence
based and cost-effective, matching youth and their families with the appropriate level and

intensity of care. 

Of par ticu lar focus fo r
adolescents and young adults is
alcohol and alcohol abuse.
CSAT and the National Institute
on Alcohol Abuse and
Alcoholism (NIAAA) are jointly
funding a program to contribute
to the identif ication and
deve lopment of efficacious
treatment  interventions and
services to adolescent alcohol
abusers and alcoholics.  This
activity is critical because
adolescent treatment has so far
been experientially-based and not
evidence-based.   It is extremely
important to continue to provide
information to the addiction field
not only to stimulate research on adolescent treatment but to provide guidance on how to
achieve the best outcomes for this population.  The lessons learned from  current grantees will
be invaluable to the process of moving research into practice. 

• Expand treatment capacity to support adult and juvenile justice and family drug courts ($10
million):  When a person is in drug treatment court they are under intense supervision, and
failure to comply with the terms of the program, especially making progress in treatment, can
result in reincarceration.  Drug court clients are disproportionately minority and poor, and the
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drug court model is now the dominant court-based method for diverting these clients from
incarceration to treatment.  However, there is a clear lack of culturally-specific and gender-
specific treatment, causing unacceptable rates of relapse.  The Drug Court Program Office,
Department of Justice,  has identified the lack of culturally specific programs for young
African-American males as a problem needing to be addressed and that juvenile treatment
programs associated with drug courts are particularly weak.  While drug treatment courts
have expanded dramatically throughout the country, there has not  been a concurrent
expansion in the availability of treatment resources for these courts. 

In FY 2002, CSAT will expand new clinically-based treatment and related services  to address
the gap in available drug court treatment services. The goals of the adult drug treatment
court activities will be to reduce substance use, improve the general health of minority men
and women, reduce the crime rate, and reduce the percentage of adults who are
reincarcerated.  The goals of the juvenile drug treatment court activities will be to reduce
substance use, improve the general health of juveniles, reduce the crime rate,  and reduce the
percentage of juveniles put into institutions.  The goals of the family drug treatment court
activities will be to reduce substance use, reduce the time taken for final disposition of abuse
and neglect cases, increase the percentage of family reunifications, increase family functioning,
and eliminate future neglect and abuse of children.

• Re-Entry Programs for adolescents returning from detention facilities to the community
($6 million):   There is a substantial shortage of treatment available for adolescents and young
persons, especially those involved with the justice system, and well over half of adolescents
and young persons returning from detention facilities, prisons, or jails are substance abusers
or are substance dependent.   This is a high need population, at serious risk for re-offending
and entering the adult prison system.  Providing treatment may be the last best hope for
intervening with these adolescents and young persons, who are disproportionately minorities.
The Department of Justice, the Department of Labor, and SAMHSA are jointly funding a $71
million re-entry project for FY 2001 (SAMHSA funding is $8 million).  DOJ and DOL also
are requesting additional funds in FY 2002 for new Re-entry grants, and funds from the
CSAT FY 2002 request would be committed to new treatment efforts serving adolescents and
young persons, through age 24, as part of the continuing DOJ, DOL and SAMHSA
collaboration.

• Treatment programs for the homeless ($4 million):  An estimated 25 to 40 percent of
homeless people need programs to help them recover from drug and alcohol abuse illnesses.
The goal of the homeless program is to enhance and strengthen substance abuse treatment
within a seamless system of services (i.e.,  primary health care, mental health, housing, and
social services).  The target population includes homeless individuals with substance abuse
disorders or with co-occurring substance abuse and mental disorders.  This program is
intended to help communities by strengthening the treatment service infrastructure, and the
continuum of care.  The FY 2002 request increases TCE - Homeless funding to $14 million.
These homeless treatment efforts will be guided by outcomes from previous
SAMHSA/CMHS/CSAT collaborations, the  Homeless Prevention grant program, CMHS’s
ACCESS Program; and from lessons learned from NIAAA, NIDA, and other federal
homeless efforts.
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• TCE programs for the general populat ion ($6 million):  To sustain momentum, all projects
funded by the PRNS requested increase in FY 2002 will increase services capacity, both to
target the special populations as outlined above, and infuse more funding for treatment needs
of the “general” population. Previous projects,  such as treatment for use of inhalants or
methamphetamine abuse, have helped to match urgent and emerging community needs with
federal funding.  These programs provide resources to support substance abuse treatment
services for thousands of persons who likely would not  otherwise receive the care that they
need.  TCE-funded programs are critical for  responding to particular needs and gaps in
treatment that cannot be adequately met by the Substance Abuse Prevention and Treatment
Block Grant.

CSAT’s total TCE portfolio in FY 2002, including the above activities, will total $201 million and
will be comprised of approximately 380 grants serving an estimated 77,000 persons. 

As part of the TCE portfolio, a client outcome assessment strategy will collect a uniform set of data
elements (measures) from each individual, at admission to services, and at 6 and 12 months after
admission.  The outcomes (as appropriate) that will be tracked using this data are:

• Percent of adults receiving services who:
a) were currently employed or engaged in productive activities
b) had a permanent place to live in the community
c) had reduced involvement with the criminal justice system
d) had no past month use of illegal drugs or misuse of prescription drugs
e) experienced reduced alcohol or illegal drug related health, behavior, or social    
consequences, including the misuse of prescription drugs

• Percent of children/adolescents under age 18 receiving services who:
a) were attending school
b) were residing in a stable living environment
c) had no involvement in the juvenile justice system
d) had no past month use of alcohol or illegal drugs
e) experienced reduced substance abuse related health, behavior, or social consequences.
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PROGRAM ACCOMPLISHMENT

Targeted Capacity Expansion Program

Preliminary Findings and Results:   The preliminary findings and results presented here are from
the first 41 grantees awarded in FY 1998.  There are 4,912 clients included in the reported data.   

Drug and Alcohol Use:  An important objective of the grant program is to reduce the use of alcohol
and other illegal drugs.  The data show a decrease by at least 50 percent in the number of days
program clients report using alcohol and other illegal drugs. 
 

• Mean Number of Days of Alcohol Use
S Intake: 4.9
S 6-month follow-up: 1.6

• Mean Number of Days of Alcohol Use to Intoxication (5+ drinks in one setting)
S Intake: 2.8 
S 6-month follow-up: 0.9

• Mean Number of Days of Other Illegal Drugs Use
S Intake: 8.1
S 6-month follow-up: 3.5

Crime and Criminal Justice Status:  Another objective for TCE is to reduce criminal activity.  The
number of times program clients have been arrested and the number of nights spent in jail have
decreased from intake to the six month follow-up.  

• Mean Number of Times Arrested
S Intake: 0.4
S 6-month follow-up: 0.08

• Mean Number of Nights Spent in Jail
S Intake: 2.3  
S 6-month follow-up: 0.7

Employment:  The TCE program expects to increase the number of clients who are employed.  The
percentage of clients fully employed increased 25 percent from intake to the six-month follow-up.
Part-time employment increased by over 41 percent.  

• Employment at intake
S Full time: 15.6% 
S Part time: 8.7%

• Employment at six month follow-up
S Full time: 19.5%  
S Part time: 12.3%



126

Family and Living Conditions:  The TCE program also focuses on improving living situations.
Clients reported reduced stress levels, less frequency in giving up important activities, and fewer
emotional problems at follow-up compared to intake.  

• How Stressful Have Things Been Because of Alcohol or Other Drugs
S Intake (extremely stressful): 18.6%
S 6-month follow-up (extremely stressful):10.3%

• Reduce or Give Up Important Activities Because of Alcohol or Other Drugs
S Intake (extremely): 15.0%   
S 6-month follow-up (extremely): 6.2%

• Have Emotional Problems Due to Alcohol and Other Drugs
S Intake (extremely): 14.8%  
S 6-month follow-up (extremely): 5.7%

Housing Status:  The TCE program also expects to improve living conditions so more clients are
living in their own homes; someone else’s apartment, room, house, or halfway house; or residential
treatment.  More clients reported living in a housed environment at follow-up than at intake. 
 

• Living Most of the Time in a Housed Environment
S Intake: 84.3%  
S 6-month follow-up: 90.6%
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PROGRAM ACCOMPLISHMENT

HIV/AIDS Outreach Program

Studies have shown that people at risk for HIV/AIDS because of their drug use behaviors can be
successfully engaged in substance abuse treatment programs through carefully designed public health
outreach efforts.   As reported in a special issue of the journal, Evaluation and Program Planning,
September, 1999, results from CSAT’s previous AIDS Outreach Demonstration Project which ended
in FY 1997, confirmed that outreach programs were able to effectively reach substance abusers at
high risk for HIV infection and help them get into drug treatment programs in the early stages of their
substance abuse histories. 

An analysis of 1,675 clients in these previous Outreach Projects was compared to 3,704 subjects of
other studies.  Results indicate hard-to-reach populations are more likely to enter substance abuse
treatment through participation in HIV outreach programs than clients recruited specifically for
treatment. Even clients with criminal records  with no permanent address, could be convinced to
practice less risky behavior if confronted with the risks of HIV/AIDS.

HIV/AIDS Outreach Program:

• begun in FY 1999 to address the need for community-based projects in African-American,
Latino/Hispanic and other racial/ethnic minority communities;

• expected to effect drug using behavioral change and encourage treatment among high risk
substance abusers by successfully employing outreach techniques/approaches;

• eligible organizations had to be located in a Metropolitan Statistical Area with an AIDS annual
case rate of 20/100,000 population or in a State with an AIDS case rate of 10/100,000 population;

• Significant accomplishments have been achieved to date:
-- conducted 89,560 individual and group contacts;
-- referred 3,957 individuals for HIV testing;
-- made 1,970 referrals for substance abuse treatment.

• Program goals:
-- reduce the transmission of HIV among drug users by assisting out-of-treatment   

injection drug users ( IDUs) in adopting risk reduction and safe-sex practices;
-- provide access to substance abuse treatment and health education:
-- make available medical diagnostic testing and screening for HIV, STDs, TB, hepatitis, and

pregnancy;
-- provide linkages and follow-up to medical, mental health, and social services;
-- make outreach and follow-up services available through the use of mobile vans where

IDUs congregate and at  drop-in centers;
-- demonstrate efficacy of the outreach model as an intervention for facilitating access to

substance abuse treatment.



128

Substance Abuse Prevention and Treatment Block Grant 

Authorizing Legislation - Section 1921 of the Public Health Service Act
        

2001 Increase Increase
2000 2001 Current or 2002 or  

  Actual   Appropriation  Estimate  Decrease  Estimate  Decrease
            
SAPT
   Block Grant $1,600,000,000 $1,665,000,000 $1,665,000,000 +$65,000,000 $1,725,000,000 +$60,000,000

2002 Authorization . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Such Sums as Necessary

Purpose and Method of Operation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

The purpose of the Substance Abuse Prevention and Treatment Block Grant (SAPT Block Grant)
is to support State and Territorial prevent ion and  treatment services for persons at risk of or abusing
drugs and alcohol.  The Block Grant accounts for approximately 51% of all public funds expended
by the States for substance abuse treatment and prevention.  The SAPT Block Grant is allocated to
the States by a formula prescribed in the PHS Act,  and it provides States the flexibility to plan, carry
out and evaluate substance abuse prevention and treatment services provided to individuals and
families.  Over 10,500 community-based organizat ions receive SAPT Block Grant funding from the
States. 

The 5% set-aside supports technical assistance, data collection, and evaluation activities.  A portion
of these funds is allocated to the development of outcome measures to assist States in monitoring and
evaluating substance abuse treatment services.  

Performance Partnerships

Implementation of the Children’s Health Act of 2000 requires development of a plan for creating
flexibility and accountability for States based on a common set of performance measures.  In an effort
to increase State flexibility and to develop an accountability system based on performance, SAMHSA
has  been working with the States over the past several years to  transit ion the Block Grant programs
into performance partnerships.  SAMHSA’s reauthorization guidance  requires the Secretary to
submit to Congress by October 17, 2002, the plan which will out line the flexibility that States will
receive under the new partnership and the performance measures that will be used to hold States
accountable for their use of federal funds.  Once this is accomplished, SAMHSA will be able  to
document what changes have occurred in access to care, the effectiveness of that care, and how
successful the services have been in addressing the needs of vulnerable populations in each of the
States and territories.  The information gained will help both the State and the Federal government
better identify where improvement is needed and the services needed to make those improvements.

The Centers for Substance Abuse Prevent ion and Treatment have been actively involved with the
States in the development of the performance and outcome measures necessary for successful
conversion and implementation of performance partnerships.  This activity began with agreement
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from the States to voluntarily report outcome measures which were included in the SAPT Block
Grant Application for the first time for FY 2000.  Working through the National Association of State
Alcohol and Drug Abuse Directors (NASADAD), a process has begun leading to consensus on a
number of measures.  To date the process has included:  

• Convening three meetings with State representatives to develop consensus based measures.
Draft measures were made available to the States for comment and refinement. 

• CSAT will be working with the States this year to convene and decide on elements of the
plan.  These include a task group of State representatives to identify a set of performance
measures that addresses the expanded waiver opportunities provided in the statute.

• Through the Treatment Outcomes and Prospective Pilot Studies (TOPPS I and TOPPS II),
19 States have been actively involved in studying the feasibility and pract icality of collect ing
data on these measures.  Of major significance has been the development  of protocols that
will serve as models to the other States as they move to implementation. 

Children’s Health Act of 2000

The Children’s Health Act of 2000 prescribes several important changes to the SAPT Block Grant
program guidance as outlined in the Public Health Services Act.  Among them are:

• Section 1922(a), under which States were required to spend no less than 35% of their
allotment on services regarding alcohol and no less than 35% on services regarding other
drugs, has been repealed.  

• Section 1925, which  required States to maintain a revolving fund of $100,000 to assist with
half-way houses for persons recovering from drug or alcohol abuse, is now made optional.

• Section 1930, which requires the States to maintain their financial support for substance abuse
services at a level equal to the average of what  they had spent  the previous two years, is
amended to permit non-recurring expenditures for a singular purpose to be excluded from the
calculation of the maintenance of effort (MOE) requirement.  

• Section 1952 is amended to allow any amount paid to a State for a fiscal year to be available
for obligation and expenditure until the end of the fiscal year following the fiscal year for
which the amounts were paid.  This amendment gives a State two years to spend and obligate
its Block Grant allotment.

• Section 1955 is added to permit religious organizations which provide substance abuse
services to receive federal assistance either through the SAPT Block Grant  (or through
SAMHSA discretionary grants) while maintaining their religious character and their ability
to hire individuals of the same faith.  Also, such programs may not discriminate against
anyone interested in treatment at the facility.  If a person who is referred for services needs
or would prefer to be served in a different facility, the program will refer that person to an
appropriate treatment program.  
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Funding for the Substance Abuse Prevention and Treatment Block Grant program during the last five
years has been as follows:

Funding FTE

1997 . . . . . . . . . $1,360,107,000 28
1998 . . . . . . . . . 1,360,107,000 28
1999 . . . . . . . . . 1,585,000,000 28
2000 . . . . . . . . . 1,600,000,000 40
2001 . . . . . . . . . 1,665,000,000 40

Data Elements Used to Calculate State Allotments

The factors and their data sources used to calculate the FY 2002 SAPT Block Grant allotments are:

C Total Personal Income (TPI) - Bureau of Economic Analysis, Department of Commerce;
Regional Accounts Data, State Personal Income, 1997-1999, downloaded from BEA web
site; source data filename: SA1_5899.PRN, release date 9/12/2000.  BEA web site is
http://www.bea.doc.gov.

C Resident Population - Bureau of the Census, Department of Commerce;  Population
Estimates for the U.S. and States by Single Year of Age and Sex:  July 1, 1999 downloaded
from Census web site; source data text file name:  ST-99-10.txt , Internet release date
3/9/2000. Census web site is http://www.census.gov/population/www/estimates/st-99-
10.html.

C Total Taxable Resources (TTR) - Office of Economic Policy, Department of the Treasury;
Total Taxable Resources, 1996-1998 provided directly to OAS via e-mail; source data
filename: 2000EST.xls, release date 9/29/2000.  Data also available on the Treasury web site
http://www.treas.gov/ttr.

C Population data for the territories based on 1990 Census Data except Micronesia and the
Marshall Islands - Population data for Micronesia and the Marshall Islands are based on 1980
census data and the average rate of population change from the 1980 to the 1990 census.
Because Micronesia and the Marshall Islands had entered into a Compact of Free Association
with the United States, they were no longer considered territories in 1990 and therefore were
not included in the 1990 census.

C A Cost of Services Index Factor, updated for FY 2001 under a three-year periodic update,
includes the following:

• Fair Market Rents for the Section 8 Housing Assistance Payments Program — Fiscal Year
2000, downloaded from the HUD web site http://www.huduser.org/datasets/fmr:  (a)
fmr2000f.dbf, dbase file, released 10/1/99, created 9/23/99 (dbase is the only
machine-readable format in which the raw data are offered);  (b) fmr2000f.txt, text file, FMR
data record layout and file description, released 10/1/99, created 9/27/99; (c) 2000f_pre.doc,
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Word file, Federal Register preamble of the FY2000 FMR calculations, released 10/1/99; and
(d) fmrover.wp, WordPerfect version of the Federal Register preamble.

Metropolitan Areas, 1999, released by the Office of Management and Budget 6/30/99,
filename MSA99.pdf; used by HUD in development of FMR rates.  Changes in Metropolitan
Areas as Defined by the Office of Management and Budget Since June 30, 1993, filename
MAUPDATE.txt, released 6/30/99, Bureau of the Census.

• 1990 Census mean hourly wages for selected industries and occupations (special data file
prepared by the Bureau of the Census) updated using the percent change for HCFA mean
hourly hospital wages (unadjusted) for FY 1990 (from a special data file prepared by the
Health Care Financing Administration) and FY 1996 hourly hospital wages developed from
data collected for the establishment of FY 2000 HCFA Hospital Inpatient Prospective
Payment System Wage Rates, collected from the HCFA Internet web site
http://www.hcfa.gov/stats/pufiles, publicly available on August 17, 1999.  Both executable
and zip versions of the data file WAGEDATA.F96 were available on the web site as 1.2 MB
self-extracting files which decompressed to a 5 MB fixed length (i.e. “flat”) ASCII file
consisting of 5,038 records (one record for each unique facility reporting to HCFA); the
executable version was downloaded and decompressed.  Also downloaded was the file for the
data record layout (WDF2000), which was available in several formats.  Guidance was also
provided by HCFA regarding relevant changes which occurred in reporting format between
the FY 1997 and FY 2000 hospital wage data releases.

Primary Prevention
CSAP administers the primary prevention component  of the SAPT Block Grant.  As required by
legislation, 20 percent of Block Grant funds allocated to States must be spent on substance abuse
primary prevention services.  Prevention services vary significantly in the scope offered at the State
and sub-State levels.  Some States rely solely on the 20 percent requirement to support their primary
prevention activities, others use the funds to target gaps and enhance existing program impact.
CSAP’s regulat ions require funds (Federal or other) address the full range of prevention services and
activities to ensure each State offers a comprehensive approach to substance abuse prevention.  

The SAPT Block Grant supports GPRA Goal 3 (Assure services availability/meet targeted needs),
and Goal 1 of the ONDCP National Drug Control Strategy: Educate and enable America’s youth to
reject illegal drugs as well as the use of alcohol and tobacco.

Many States are dependent upon the SAPT Block Grant for funding of their Statewide prevention
systems.  Specific examples of the outcomes from States’ use of these funds are:

• The Massachusetts Bureau of Substance Abuse Services has used its SAPT Block Grant
funds to support 42 programs throughout  the State targeting youth at high risk for substance
use/abuse.  These program providers were trained to target and implement science-based
prevention models using CSAP guidelines for planning and implementing effective programs.
They support a wide variety of training and services in such areas as life skills, conflict
resolution, peer-to-peer interactions, and resistence skills.   Each program has been tested and
validated for its success in addressing the needs of high risk youth and for its replicability in
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a wide range of settings.  Children between the ages of 12 and 17 throughout the State are
selected to participate in these programs.     

• The State of Pennsylvania has developed a state-wide system to collect, disseminate and
educate its citizens on substance abuse issues.  This clearinghouse of information makes
available to the general public and to professionals in the prevention field information and
materials that have been proven effective.  Examples of information that the State provides
are films, pamphlets, educational materials, and other media specifically assisting educators
and others in their efforts to prevent substance abuse.

• The State of Ohio has used a portion of its SAPT Block Grant prevention resources to
develop a state-wide effort to prevent binge drinking on college and university campuses.  The
State brought together representatives from its major colleges and universities to discuss and
develop effective programs and services for college-age students.  Examples of activities
implemented include alternatives to parties where binge drinking might take place, changing
school alcohol policies, working with student organizations to communicate the dangers of
binge drinking and soliciting their assistance, and supporting an infrastructure for targeting
and addressing alcohol abuse and its related problems. 

• States have demonstrated marked success in reducing the rate at which retailers sell tobacco
products to minors, as required under the Block Grant’s Synar Amendment.  Enacted in 1992,
it requires that State have and enforce laws that restrict minors’ access to tobacco products.
Each State has negotiated annual targets for reducing retailer sales, and the law specifies
penalties for failure to reach these targets.   Since FY 1997 (i.e.,  surveys conducted in
FY1996), States have reduced retailer violation rates from 40.1 percent to 20.3 percent (as
reported in FY 2000).  Twenty-five States reported noncompliance rates at or below 20
percent.  Six States reported noncompliance rates of under 10 percent.  All States have plans
in place to ensure their noncompliance rate is 20 percent or less by FY 2003.  In FY 2000,
CSAP provided technical assistance to 32 States and 3 jurisdictions to support implementating
programs and strategies to help prevent youth access to tobacco products.

Rationale for the Budget Request . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

The FY 2002 request includes a $60 million increase for the SAPT Block Grant, for a total program
level of $1.725 billion.  This $60 million is part of $100 million requested for SAMHSA as part of the
President’s Drug Treatment Initiative which will increase access to drug treatment services and
narrow the treatment gap.  Providing States and Territories with larger SAPT Block Grant allocations
will increase prevention and treatment services and will advance the goal of reducing the t reatment
gap.  The total number of persons being provided treatment services with federal SAPT Block Grant
funding in FY 2002 is expected to increase by approximately 4,800 for a new  total of approximately
342,000 persons served (an increase of 1.4%).  
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SUBSTANCE ABUSE BLOCK GRANT (SET-ASIDE)

Authorizing Legislation - Section 1935 of the Public Health Service Act

        

2001 Increase Increase
2000 2001 Current or 2002 or  

  Actual   Appropriation  Estimate  Decrease  Estimate  Decrease
            
BA (non-add) . . ($80,000,000) ($83,250,000) ($83,250,000) (+$3,250,000) ($86,250,000) (+$3,000,000)

2002 Authorization . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $86,250,000

Purpose and Method of Operation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

The 5% set-aside of the Substance Abuse Prevention and Treatment Block Grant (SAPT Block
Grant) supports data collection, technical assistance, and program evaluation activities throughout
the Agency.  SAMHSA is the major source of information in the United States on the extent  and
nature of substance abuse, the supply and cost of services for treating substance abuse, and the
number and characteristics of persons in treatment.  Much of this information is produced by data
systems developed and managed by the Office of Applied Studies (OAS), the Center for Substance
Abuse Prevent ion (CSAP), and the Center for Substance Abuse Treatment (CSAT). These data are
used by the Department of Health and Human Services, the Office of National Drug Control Policy,
the Drug Enforcement Agency, and State and local agencies to plan and evaluate programs to address
health and associated social problems.

Office Applied Studies (OAS)

The authorizing legislation of SAMHSA requires the annual collection of data on the national
incidence and prevalence of substance abuse, emergency room admissions due to a substance abuse
problem, and the characteristics and costs of treatment facilities and the number and characteristics
of individuals in treatment.  These data are obtained in three major surveys: (1) the National
Household Survey on Drug Abuse (NHSDA); (2) the Drug Abuse Warning System (DAWN); and
(3) the Drug and Alcohol Services Information System (DASIS).  These surveys are the only source
of national data on the extent of substance abuse in the general population and the nature of the
treatment system.  They also provide information critical to evaluating the success of Federal and
State substance abuse programs.

National Household Survey on Drug Abuse.  Since it began in 1971 the NHSDA has been the
primary source of information on the prevalence and incidence of substance abuse in the general, non-
institutionalized population.  Information provided by the NHSDA is used to study trends in the use
of licit and illicit drugs, changing attitudes about substance use, the demand for treatment programs,
and factors associated with the initiation of substance use and abuse.

Beginning with the 1999 NHSDA, the sample was expanded from 18,000 to 70,000 respondents.  This
new sample makes it possible to estimate substance use in the individual States.  Based on separate
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samples of roughly 3900 respondents, substance use can be estimated directly for the eight largest
States, which together account for more than 50% of the population.  Estimates for each of the other
42 States and the District of Columbia are based on a model that takes into account information
obtained from 900 respondents in each State.  Because of the nature of the sample and the identical
survey questionnaires and methods for every State, SAMHSA and its data users can for the first  time
compare States with respect to prevalence rates and trends. These State estimates provide information
that can  be used to help direct Federal funds to areas with severe or unique problems.

There are other benefits associated with the increase in the NHSDA sample.  The survey now includes
25,000 youth between 12 and 17 years of age, a sample size improving the precision of the estimates
for this age group.  Because of sample design and size, the NHSDA may now be the best source of
information for this age group on substance use and attitudes.  The sample also contains a large
number of respondents over the age of 55 years making possible some studies of substance abuse in
a population that has not received sufficient attention.  The sample now allows for separate, national
estimates for minority groups, such as Chinese or Japanese Americans, that could not be captured
with a smaller sample.

There are other important changes in the survey as well.  The special module for measuring the use
of tobacco products introduced in 1999 will provide very precise estimates of trends in use by youth
over time.  The 2001 NHSDA is collecting information on mental illness in children to better
understand the extent and nature of the co-occurrence of mental and substance abuse problems. 

In FY 2001 NHSDA questions will be added to determine the extent of serious mental illness in adults
and the relationship of this problem with substance abuse.  Information on the use, cost, and source
of payment for mental health services for both youth and adults has been collected since 2000.
Finally, the NHSDA is now being conducted using a computer; answers to the most sensitive
questions are entered directly into the computer by respondents.  Studies of this technology indicate
respondents believe it increases privacy and encourages them to be more truthful in providing
answers.

Drug Abuse Warning Network.  DAWN collects information on admissions to emergency
departments of hospitals or cases seen by medical examiners that are caused by or associated with the
use of illicit or licit drugs.  The information in DAWN is drawn from medical records.  DAWN was
developed in the early 1970s by the Drug Enforcement Administration (DEA).  Although SAMHSA
now supports and manages DAWN and uses DAWN data to track changes in drug abuse problems,
the data are still used by DEA for surveillance and resource allocation. They are also used by the
Food and Drug Administration (FDA) to identify problems with licit drugs that can not be detected
with the limited samples employed in clinical trials.

The Office of Applied Studies is conducting a series of studies to determine the most  effective
sampling and data collection strategy for DAWN.  These studies are prompted by the changes in the
health care system which may also affect the use of emergency departments in hospitals, by the need
for more extensive information on drug related admissions, and by the demand for more t imely
information.  The studies have prompted the development of a new drug dictionary and
experimentation with new communication technologies.  The Agency expects to  have the changes in
place to accelerate the delivery and analysis of DAWN information by 2002.
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Drug and Alcohol Services Information System.  DASIS is the only source of national data on
services available for substance abuse treatment and the characteristics of individuals admitted for
treatment.  DASIS consists of three data sets: (1) the National Facility Register (NFR), which  lists
all facilities in the country which are recognized by States; (2) the Uniform Facility Data Set (UFDS),
which contains information on the services, and resources of treatment facilities in the country
including those not recognized by States; and (3) the Treatment Episode Data Set (TEDS), which
contains information on every patient admitted to a facility receiving public funds.  These data sets
are assembled and maintained with support from various State agencies.

Information in the NFR provides the basis for a new Treatment Facility Locator System now available
to the public on the Web.  The information in this new system is updated monthly.  The locator
permits individuals seeking substance abuse treatment to find a facility in their area providing the type
of treatment and services they seek.  Street maps indicate the exact location of the facility and travel
routes; accompanying text describes the services available and other information, such as type of
payment accepted.

TEDS data reveal that recent increases in admissions to facilities are principally the result of an
increase in admissions of those aged 12-17 years.

Using data now available from TEDS, it is possible to graphically present variations among States
with respect to drugs being abused and the characteristics of those being admitted for treatment.
Such analyses have added a new dimension to our ability to track substance abuse problems, the
appearance of new drugs, and changing patterns of use. 

In addition, OAS conducts studies evaluating the effectiveness of substance abuse treatment and the
validity of the information obtained from providers.  The largest of these studies, the Alcohol and
Drug Services Survey (ADSS), is directed by a team of investigators at Brandeis University.  Among
other things, ADSS was designed to describe the changes occurring in the organization and structure
of the substance abuse treatment system, and to assess the impact of these changes on the process and
effectiveness of treatment.  

Center for Substance Abuse Prevention (CSAP)

CSAP supports a comprehensive and integrated approach to improving substance abuse prevention
services delivered by States.  CSAP uses set-aside funding to improve State prevention systems,
including development and implementation of advanced prevention methodology for all components
of State prevention systems, such as data collection and performance measurement.   These resources
help provide policy and program guidance to report use of the Block Grant prevent ion funds.
Specific examples of activities to be continued in FY 2002 include:  
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State Needs Assessments

CSAP’s State Needs Assessment Program has awarded 3-year contracts to 27 States over the past
four years. The purpose of the program is to assist States focus their prevention programming,
resource allocation, and performance measurement on scientifically sound, quantitative data, and to
help improve the States’ capacity and infrastructure to conduct studies and report performance. States
receiving contracts are required to conduct a core set  of studies, including school-based and
community resource assessments.  This information is especially useful to those States which have
received a State Incentive Grant, as they begin to implement science-based prevention programs
addressing their identified critical capacity needs. The information has also been invaluable to CSAP
in establishing targeted capacity prevention programs and emphasis.

Prevention Technical Assistance (TA) to States

CSAP has provided TA activities to all States and U.S. jurisdictions to support their substance abuse
prevention systems.  TA has been provided on-site, by phone, and in multi-State formats.  Primary
areas of assistance provided include: general TA (addressing prevention system infrastructure); youth
tobacco control (helping States to develop tools and strategies to comply with the Synar regulation);
minimum data sets (promoting common data collection regarding service characteristics and
populations served with a set of defined data elements); and State Incentive Grant support. 

Technical assistance provided during past six months, in addition to responding to requests, includes:

• Completed one multi-state event in Orlando, Florida, with representatives from more than a dozen
States.

• Provided two training events on technical assistance processes and procedures for more than 100
prevention and tobacco use consultants from across the country.

• Conducted the Fifth National Synar Workshop with more than 200 attendees representing 55
States/Jurisdictions and Federal partners. The theme of this year’s workshop was “Providing
Leadership.  Making a Difference”.

• Completed six on-site reviews/assessments of State prevention and Synar systems (South Carolina,
Mississippi, Wyoming, Delaware, Pennsylvania, and Iowa) and developed technical assistance
work plans for each State.  At least 25 visits will be conducted throughout  the remainder of the
fiscal year.

• Developed a site visit review guide and site visit report format for Synar site visits.

• Developed three guidance documents (Synar sampling designs, guidance for completing the
prevention portion of the SAPT Block Grant application, and guidance for completing the Synar
portion of the SAPT Block Grant application).
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Minimum Data Set Program

The CSAP Minimum Data Set (MDS) Program makes an economical, efficient, and user-friendly
database management information system (MIS) available to State, sub-State, and local substance
abuse prevent ion agencies and prevention service providers.  The common data sets and definitions
were developed through a consensus process with State officials and CSAP.  The MIS is a PC-based
software package for capturing, organizing, and reporting information on the populations served and
substance abuse prevention services provided.  The MIS is used on a voluntary basis to collect
uniform information in the areas of prevention programming, resource allocation, process evaluation,
measuring performance, and data sharing.

Center for Substance Abuse Treatment (CSAT)

CSAT responds to specific requests from State and Territorial
substance abuse directors for technical assistance and training to
enhance their jurisdictions' capacity to deliver effective treatment
services, or to better manage relevant data in order to monitor
outcomes.  Some examples of projects funded by CSAT’s allocation
of the SAMHSA set-aside are: 

Technical Assistance

• A Colorado workshop on delivery of services to pregnant
and parent ing women in rural areas;  

• TA and training events designed to enhance the cultural appropriateness of services in
Michigan, New Mexico, Oklahoma, and South Dakota.

C Training in Arizona and Michigan on services for clients with co-occurring mental and
addictive disorders.

C Training in Kentucky and Vermont to enhance services for substance abusing criminal and
juvenile offenders.

C TA to help Puerto Rico and New Jersey develop service delivery strategic plans.

Confidentiality Training.  CSAT also sponsors confidentiality training through the SAPT Block
Grant Set-aside.  Sessions conducted during FY 2001 included:

C Kentucky.  The focus of the training was on collaboration across systems with an emphasis
on joint planning and increasing the information other systems have about substance abuse
regulations.  There were 122 participants including staff from the district courts working with
substance abuse clients, TANF officials, Transportation, DUI programs and the Office of
Court Administration.

Percentage of Technical
Assistance events that result
in systems, program, 
or practice change:

FY99 - 66%
FY00 - 84%
FY01 - 85%
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C Maine.   The focus of the training was on criminal justice system collaboration.  There were
50 participants from the juvenile drug treatment courts from around the State.

CSAT’s Block Grant set-aside resources also are used to support the State Treatment Needs
Assessment Program (STNAP), which assists the States in program planning and rational allocation
of Block Grant funds received.  The STNAP program has been responsible for production of over
350 study reports (with about 100 more expected), which have been distributed to the substance
abuse treatment community.  STNAP data from these reports have been utilized by county
policymakers and State officials for sub-State planning and resource allocation in many States.  Some
examples of utilization of STNAP data are:

• In Illinois, STNAP data are used in the review of "need" versus "capacity" in each of the 20
Illinois Substance Abuse Service Networks, resulting in capacity expansion being targeted to
areas identified as having the largest gaps between need and services.  In FY 2001, this was
the basis of an expansion of services for youth, adult transitional centers, and for expansion
of services to men (non-criminal justice, working poor). 

• The New Jersey Commissioner of Health and Senior Services convened a Statewide
Substance Abuse Advisory Task Force in July 2000 to develop a State plan to guide the
development of addiction treatment services.  The task force planning document draws
heavily on data from New Jersey's needs assessment studies and includes an extensive, needs
assessment-based treatment capacity/demand analysis. 

• New York conducted a family of studies including a Statewide household survey.  The data
produced have been used as the basis for prevalence estimates in a wide variety of the Single
State Agency's act ivities.  These include: estimates for both adults and youth used in the
Block Grant Application; county prevalence estimates that are returned to local service
providers around the State to assess their needs; regional reports about youth that were
disseminated in regional forums statewide and which were used to develop educational
curricula and prevention services; and estimates for both youth and adults that were shared
with providers and researchers throughout the State.

• The New Mexico Department of Health has used data generated by its STNAP-supported
Substance Use Among Childbearing Age Females (SUCAF) study to institute substance abuse
recognition and counseling training in its public health offices.

• Minnesota is using its integrated needs assessment and treatment utilization data bases to
establish baselines for access to substance abuse treatment that will then allow the State to
monitor changes in availability and access as managed care substance abuse treatment
programs are introduced.  

National Treatment Outcomes Monitoring System (NTOMS)

The Center for Substance Abuse Treatment, in collaboration with the SAMHSA Office of Applied
Studies, is proposing to develop, implement, and operate a National Treatment Outcomes Monitoring
System (NTOMS) in support of the National Drug Control Strategy as well as  Departmental and
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Agency goals.  This effort will require the involvement  of a number of other Departments, including
the Department of Veterans Affairs and the Department of Justice, in order to  assess the effectiveness
of substance abuse treatment regardless of the setting in which it occurs.

Outcomes monitoring involves assessment of participants' functioning before, during, and following
a specific treatment episode, without specifically evaluating the effectiveness of the particular
treatment program relative to some other program.  Outcomes monitoring is used by policymakers
such as Federal and State government agencies, and insurers to  hold treatment programs accountable
for their activities in a normative way.  Outcomes monitoring is also useful to the programs
themselves for self-monitoring.  Self-monitoring allows providers to collect reliable and up-to-date
information about patient and program characteristics and the frequency and effectiveness of services
delivered. This information is necessary to accurately describe patient flow and service delivery
patterns and to examine outcomes that the program can use to refine admission criteria, clinical
protocols, and service intensities.
 
Work on the components of NTOMS began in 1996 by the Office of National Drug Control Policy
(ONDCP).  The principal component, and the one that is most developed at the current time, is the
Drug Evaluation Network System (DENS).  The goal of the DENS project is to develop a network
of sentinel substance abuse treatment programs that provide  funct ional, clinical, and administrat ive
data on persons presenting for admission to substance abuse treatment programs.  DENS utilizes
portions of the Addiction Severity Index  to provide information on the nature and severity of family,
medical, psychiatric, employment, legal, alcohol and drug problems.

CSAT has been providing resources to (1) refine the software that is used to create the reporting and
transmission mechanisms, to carry out the necessary analyses, and to develop the feedback reports
that will become the infrastructure for NTOMS; and (2) initiate the advisory board called for in the
NTOMS implementation plan.  The current plan includes constructing a representative sample of
programs in eight cities and collecting admission information on samples of clients in those programs.

NTOMS will provide the means for SAMHSA to assess substance abuse treatment outcomes on a
national level.  It will become a source for data on the nature and extent of substance abuse in the
population seeking t reatment, and it  will provide a means for measuring progress in the treatment of
one of the most significant chronic disease problems facing this country.  

It is anticipated that NTOMS will become the outcome measurement standard for all Federal and
other publicly-funded substance abuse t reatment systems.  In the outyears, program refinement and
expansion would mirror progress and direction as reflected by overall trends in the substance abuse
problem nationwide.

CSAT will allocate $5 million in set-aside resources in FY 2001 to continue development of NTOMS.
Approximately $10 million will be required in FY 2002.  
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PROGRAM MANAGEMENT

Authorizing Legislation - Section 301 of the Public Health Service Act

        

2001 Increase Increase
2000 2001 Current or 2002 or  

  Actual   Appropriation  Estimate  Decrease  Estimate  Decrease
            
PM . . . . . . . . . . . $59,049,000 $79,221,000 $79,173,000 +$20,124,000 $67,173,000 -$12,000,000

FTE . . . . . . . . . . . . . . . . . 541 560 560 +19 560 —
   (Program Mgmt) . . . . . (488) (507) (507) (+19) (507) —

2002 Authorization . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Indefinite

Purpose and Method of Operation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

The Program Management activity supports the majority of the staff who plan, direct, and administer
SAMHSA programs, and who provide technical assistance and program guidance to States, mental
health and substance abuse professionals, clients, and the general public regarding the Agency’s
programs.  As such, it represents a critical component of SAMHSA’s budget request .  Agency staff
not included in this activity provide State technical assistance and are funded through the Block Grant
set-asides.

SAMHSA continues to play a key role in the mental health and substance abuse fields by initiating
new programs and providing national leadership in all aspects of  behavioral health.  Recent increases
emphasize the HIV/AIDS program, expanded treatment services, and collection of national data.  

Future activities will include:
< Developing a performance partnership approach to working with States in supporting

services through Block Grants;
< Improving State and federal data collection and analysis in order to enhance program

outcome reporting;
< Increasing consultations with Indian Tribes and other organizations with respect to

SAMHSA program priorities;
< Continuing to implement new program authorities included in the recent

reauthorizat ion;
< Continuing development  of the opioid accreditation program.

These activities, as well as increased reliance on cooperative agreement funding mechanisms, have
required more intensive staff involvement to monitor programs while ensuring accountability and
results.  Evaluation activities have increased substantially, as have the collection of data required by
GPRA legislation.  

Funding and staffing levels for all SAMHSA programs for the past five fiscal years were as follows:
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Funding FTE  
              

1997 . . . . . . . . . . . . . . . . . . . $55,331,000 552
1998 . . . . . . . . . . . . . . . . . . . . 55,400,000 549
1999 . . . . . . . . . . . . . . . . . . . . 56,517,000 563
2000 . . . . . . . . . . . . . . . . . . . . 59,054,000 541
2001 . . . . . . . . . . . . . . . . . . . . 79,173,000 * 560

* Includes $12,000,000 added to support National Data Collection.

Rationale for the Budget Request . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

The FY 2002 Program Management reduction of $12 million represents a change in financing source
for a portion of the Household Survey on Drug Abuse (NHSDA).  The Department’s one percent
evaluation funding.  These funds are provided under Sec. 241 of the PHS Act, and will be transferred
to SAMHSA from other sources.

The 2002 request includes the same total FTE level for SAMHSA as in FY 2001.  Funds necessary
to support mandatory cost increases, primarily for pay, will be derived from savings achieved by
ending a one-year congressional earmark funded at the level of $3.3 million in FY 2001.

The need to implement new and growing program responsibilities while effect ively monitoring
programs and outcomes has required SAMHSA to review and prioritize agency responsibilities.  A
Workforce Planning project has been initiated to gather data to determine future agency staffing needs
and how best to meet them.  Staff competencies and future program requirements have been
identified.  The SAMHSA Workforce Planning model being developed will consider:

• Anticipated future program growth and directions
• Major staff responsibilities and activities
• Internal workflow analysis
• Currently available staff and contractor competencies
• Projected unmet staffing needs, and how best to address them

The review is expected to provide a blueprint for future hiring needs, recruitment strategies, and
opportunities to employ best management practices.  Staff shortages which may exist might, in part,
be addressed through the redirection of staff or changes in internal work processes.  
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Full-Time Equivalent (FTE) Employment

FY 2000 FY 2001 FY 2002 Increase or
  Actual Estimate Estimate  Decrease

Program Management:
     Direct . . . . . . . . . . . . . . . 486 505 505 —
     Reimbursable . . . . . . . . . .    2    2    2 —
                         Sub-total . . . 488 507 507 ---
Block Grant Set-Aside . . . . . .  53  53  53 —
                         Sub-total . . . 541 560 560 ---
Reimbursable Exempt 
      District of Columbia/
      St. Elizabeths Hospital . . .  70  72  72 —
TOTAL SAMHSA . . . . . . . 611 632 632 ---

Increases:

Built-in:
Annualization of 2001 pay raise (3.7%) . . . . . . . . . . . . . . . . . . . . . . . . +$464,000
Within grade pay increases . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . +903,000
Increase for January 2002 pay raise at 3.6% . . . . . . . . . . . . . . . . . . . . . +1,355,000
Increase in rental payments to GSA . . . . . . . . . . . . . . . . . . . . . . . . . . . +209,000
One additional day pay . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . +192,000
Increased cost of overhead charges . . . . . . . . . . . . . . . . . . . . . . . . . . . +524,000

                                                                           Subtotal, Built-in . . . . +3,647,000

Total, increases . . . . . . +3,647,000

Reductions:

Built In:

Non-recurring costs of one-year congressional earmark project . . . . . .     -3,278,000

Program:

Reductions in operating costs . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . -369,000

Total, reductions . . . . .  -3,647,000

Net Change . . . . . . . . . ---
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II.    METHODOLOGY

C All funding for SAMHSA's Center for Substance Abuse Prevention (CSAP) and Center for
Substance Abuse Treatment (CSAT) Programs of Regional and National Significance
activities is considered to be 100% drug-related, and is included in its entirety.  

C Funding for the SAPT Block Grant, which is administered by the CSAT, is considered drug-
related to the extent that these funds are used by the States/Territories for prevent ion and
treatment of the use of illegal drugs, prevention and treatment of alcohol-related drug use,
including underage alcohol use, and as used by SAMHSA for technical assistance, data
collection, and program evaluation.  SAMHSA employs a methodology to estimate drug
related expenses funded by the SAPT Block Grant that is consistent with the earmarks
required by Public Law 102-321, the ADAMHA Reorganization Act, and which results in
scoring of 71.07% of the SAPT Block Grant for drug and drug-related activities.   The
Children’s Health Act of 2000, P. L.106-310, October 17, 2000,  makes significant changes
in funding policy for the SAPT Block Grant.  However, estimations continue to be based on
the previous requirements at this time.  

• All funding for SAMHSA's Office of Applied Studies (OAS) substance abuse surveys/data
collection activities funded by the SAPT Block Grant set-aside, is considered to be 100%
drug-related, and is included in its entirety. 

• Funding for Program Management activities is considered drug-related to the extent that
funds are used to support the operations of the CSAP, CSAT, and OAS.  Estimates are based
on total Program Management budget authority and reflect allocation of program
management funds to  these components, as documented in internal SAMHSA financial
records.

• All reimbursements for SAMHSA's Office of Applied Studies (OAS) substance abuse
surveys/data collection activities funded under Data Collection (1% evaluation) is considered
to be 100% drug-related, and is included in its entirety. 

III.  PROGRAM SUMMARY

SAMHSA supports the goals of the National Drug Control Strategy, identified below, through a
broad range of programs focusing on prevention and treatment of the abuse of illicit drugs.  Primary
goals are to close the gap between available treatment capacity and demand, to link knowledge gained
from research with prevention and treatment practices, and to improve and strengthen national efforts
employed by communities, State and local governments, and provider organizations and systems in
the national effort to prevent illicit drug use and provide high quality science-based treatment for
those who are in need.
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Goal 1: Educate and enable America’s youth to reject illegal drugs as well as alcohol and tobacco.

Financial support for this goal includes funding for prevention Programs of Regional and National
Significance (PRNS), data collection activities (administered by OAS), and 20% of SAPT Block
Grant, as well as Program Management support for these activities.  

–  CSAP’s prevention programs involve developing and assessing new and emerging
prevention methodologies and approaches; collecting, analyzing, and synthesizing prevention
outcome knowledge, and monitoring national trends in substance abuse and emerging issues.
After field testing promising approaches in knowledge development programs, emphasis shifts
to the synthesis and dissemination of the knowledge gained from these final study phases to
the practical application of these strategies by States and local communities. Knowledge
application programs help substance abuse prevention practitioners and policy makers in
States and communities systematically deliver and apply skills, techniques, models, and
approaches to improve substance abuse prevention services.

–  CSAP’s State Incentive Grants (SIGs) are designed to address the specific and immediate
prevention service capacity needs within the States and communities.   SIG grants represent
a comprehensive effort to improve the quality and availability of effective research-based
prevention services and help States and communities address and close gaps in prevention
services which often cannot be addressed via Block Grant funding. 

–  Other CSAP prevention activities support testing of a wide variety of interventions to
prevent  substance abuse among children and youth, focusing in particular on youth who are
at high risk for becoming substance abusers and/or involved in the juvenile justice system.
In addition, prevention funding also supports limited, but targeted, services in discrete areas
of unmet or emerging local needs made apparent from epidemiological data, from local
experience, or created as a result of local, State or national social policy change.

–  SAPT Block Grant activities include State expenditures of 20% of their Block Grant
allotment for primary prevention services as well as at least 20% of the Block Grant set-aside.
The latter supports the collection and analysis of national data, the development of State data
systems (including the development and maintenance of baseline data on the incidence and
prevalence as well as the development of outcome measures on the effectiveness of
prevention programs), provision of technical assistance, and program evaluations. Also, this
program supports oversight of Synar Amendment implementation requiring States to enact
and enforce laws prohibiting the sale and distribution of tobacco products to persons under
18 so as to reduce the availability of tobacco products to minors.  

Goal 3: Reduce health and social costs to the public of illegal drug use.

Financial support for this goal includes funding for treatment Programs of Regional and National
Significance (PRNS) and 80% of the SAPT Block Grant, as well as Program Management support
for these activities.  
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–  CSAT’s funding for treatment programs includes activities to bridge the gap between
knowledge and practice, promote the adoption of best practices, and assure services
availability/meet targeted needs.   These treatment programs support knowledge development
and testing of new and innovative treatment approaches and are used to disseminate
information on those systems shown to be most effective.  These resources also support a
network of regionally-based curriculum developers, trainers, and consultants that is sensitive
to the particular cultural and treatment needs of the people in that region, and provides
services ranging from traditional training act ivities through on-site assistance and mentoring.

–  CSAT’s treatment service programs focus on reducing the substance abuse treatment gap
by supporting rapid and strategic responses to demands for services.  The response to
treatment capacity problems may include communities with serious, emerging drug problems
or communities struggling with unmet need.  These programs can be general in nature,
serving a wide range of critical populations, such as adolescents, young adults, women and
their children, persons involved with the criminal justice system, and ethnic and racial
minorities.  Since FY 1999, CSAT’s targeted services programs have also included an
HIV/AIDS component targeting minority populations at risk of contracting HIV/AIDS or
living with HIV/AIDS.  A special homeless component will be added in FY 2001.

–  SAPT Block Grant activities include State expenditures of 80% of their Block Grant
allotment for treatment services (including up to 5% for State administration), as well as
CSAT and OAS expenditures of approximately 80% of the Block Grant  set-aside for the
collection and analysis of national data, the development of  State data systems (including the
development and maintenance of baseline data on the incidence and prevalence as well as the
development of outcome measures on the effectiveness of treatment programs),  provision
of technical assistance, and program evaluations.

–  CSAP provides oversight for the Federal Drug Free Workplace Program, which addresses
reduction of adult substance abuse demand in the Federal service and promulgates scientific
and technical guidelines for Federal employee drug testing programs, and for the National
Laboratory Certification Program (NLCP).  The latter certifies drug testing laboratories,
provides guidance for self-sustaining drug testing programs, and is the federal focal point for
developing and implementing non-military, federal workplace drug testing technical,
administrative and quality assurance programs.

IV.  BUDGET SUMMARY

2001 Program

The total drug control budget supported by the 2001 appropriation is $1.655 billion, including $483.7
million for Goal 1 activities and $1.171 billion for Goal 3 activities.
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Goal 1: Educate and enable America’s youth to reject illegal drugs as well as alcohol and tobacco.

A total of $230.7 million (including $10.7 million in prevention set-aside funding) is available for Goal
1 primary prevention activities from the Substance Abuse Prevention and Treatment Block Grant.
Activities funded through the Block Grant prevention funds include:

S supporting prevention technical assistance to the States in areas of implementing science-
based prevention services, prevent ion workforce development, strategic planning and other
elements critical to the States’ overall prevention systems;

S assisting the States in the effective implementation of Synar (youth access to tobacco
products) compliance;

S providing support to the States in developing and/or enhancing their prevention data
infrastructure, including design and implementation of needs assessments; and

S measuring the effectiveness of prevention activities funded through the SAPT Block Grant.

A total of $175.0 million is available for Goal 1 prevention Programs of Regional and National
Significance, as follows: 

S Community Initiated Prevention Intervention Program. This program tests effective substance
abuse prevent ion interventions that have been shown to prevent or reduce alcohol, tobacco,
or other illegal drug use as well as associated social, emotional, behavioral, cognitive and
physical problems among at-risk populations in their local communities.  The program is
determining the most effective prevention intervention models and associated services for
preventing, delaying and/or reducing substance use and abuse by at-risk populations and
measuring and documenting reductions in substance abuse and associated problems as
compared to comparison groups.   In FY 2001, this program will focus on several emerging
issues in substance abuse prevention: fetal alcohol syndrome/alcohol related birth defect;
children of substance abusing parents; methamphetamine, ecstacy, or club drugs; underage
or binge drinking; workplace substance abuse; and drug misuse among the elderly population.

S In FY 2001,  CSAP will conduct  a Mentoring and Family Strengthening Dissemination
program, which will build upon the success of its Project Youth Connect (mentoring)  and
Family Strengthening programs, which have developed scientifically proven prevention
practices for high risk youth.  The dissemination program will extend these programs  to
wider settings, including workplaces, schools, recreational centers, shelters, and other
community settings, and to other populations.   It will also involve the faith community as a
major provider of prevention services in local communities.

S CSAP will continue to provide funding for Minority Substance Abuse and HIV Prevent ion.
The FY 2001 funding will support three types of grants: planning grants for community
organizations to establish coordinated HIV/substance abuse prevention programming;
expansion grants for community organizations already providing some services,  and
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cooperat ive agreements to faith-based organizations to collaborate with other organizations
serving youth.  

S Finally, in FY 2001, CSAP proposes funding approximately 8 new State Incentive Grants,
bringing the total to 37.  Funding will enable States to examine their State prevention systems
and redirect State resources to critical targeted prevention service needs within their State.
This expansion is consistent with CSAP’s goal of establishing a SIG grant in every State.

S A total of $49.7 million is available from the Substance Abuse Prevent ion and Treatment
Block Grant set-aside and $12.0 million from Program Management earmarked funds for
Goal 1 activities related to data collection, administered by the Office of Applied Studies
(OAS).

S The authorizing legislation of SAMHSA requires the annual collection of data on the national
incidence and prevalence of substance abuse, emergency room admission due to a substance
abuse problem, and the characteristics and costs of treatment facilities and the number and
characteristics of individual in treatment.  These data are obtained in three major surveys: (1)
the National Household Survey on Drug Abuse (NHSDA); (2) the Drug Abuse Warning
System (DAWN); and (3) the Drug and Alcohol Services Information System (DASIS).
These surveys are the only source of national data on the extent of substance abuse in the
general population and the nature of the treatment system. They also provide information
critical to evaluating the success of federal and substance abuse programs.  

Goal 3: Reduce health and social costs to the public of illegal drug use.

A total of $902.9 million (including $22.8 million in treatment set-aside funding) is available  for Goal
3 treatment activities from the Substance Abuse Prevention and Treatment Block Grant.  Activities
supported through the Block Grant treatment funds include:

• Funding distributed to the 50 States, 8 Territories, the District of Columbia, and the Red Lake
Band of Chippewa Indians for prevention and treatment of the use of alcohol and other drugs.
SAMHSA’s latest estimate projects that a total of 2.9 million persons with severe drug abuse
problems did not receive treatment in 1998.  This represents a 19% decrease in the gap from
1997, and  growth in the SAPT Block Grant allows significant infusions of Federal funds to
leverage State, local, third party and other resources to develop effective systems of care. The
SAPT Block Grant funding supports about 51% of all publicly funded treatment and will
provide services for approximately 337,000 in 2001.

• CSAT’s $22.8 million from the SAPT Block Grant set-aside funds a variety of technical
assistance activities requested by the States, the conduct of treatment needs assessments on
a cyclical basis for the States and Territories, and performance of treatment program
evaluations.  In 2001, $5.0 million from the set-aside will be devoted to the continuing
development of a National Treatment Outcomes Monitoring System (NTOMS). 

A total of $256.1 million is available for Goal 3 treatment Programs of Regional and National
Significance, as follows:
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• CSAT will fund approximately 357 grants and contracts ($160.9 million) for Targeted

Capacity Expansion projects which focus on development of creative and comprehensive drug
and alcohol early intervention and treatment systems for adults and adolescents in small
towns, rural areas, and mid-size cities.  In addition to youth,  other populations targeted by
this program would include women, homeless, co-morbid, rural populations, poly-substance
abusers, and persons re-entering into society from the criminal justice system.  Included as
a key component of the targeted capacity program is a $56.8 million effort focusing on
enhanced and expanded substance abuse t reatment services related to HIV/AIDS in African-
American, Hispanic and other racial/ethnic minority communities.  New in 2001 will be a
$10.0 million effort targeting homeless persons with substance abuse problems.  Also new is
a jointly-funded project with CMHS, the Department of Labor, and the Department of Justice
to develop a comprehensive, multi-agency approach to providing substance abuse and mental
health services, job training and placement, and supervision to juveniles and adults returning
(Re-Entry) to the community and their families from prison, jail, or detention centers.

• CSAT will fund approximately 348 grants and contracts ($95.3 million) supporting
knowledge development and application efforts bridging research to practice so that treatment
programs are effect ive and efficient, represent best  practices, and can be held accountable by
evaluation against established standards, performance measures, and outcomes.  These
programs address: access, inter-system linkages, infrastructure, and treatment quality
improvement; family and community support and reduction of st igma; regulation,
accreditation, and technical assistance for opioid addiction treatment programs; community
health centers for migrant workers; early childhood intervention; addiction technology
transfer; and expansion of treatment incorporating the knowledge and skills of faith-based
organizations.

2002 Request

C A total of $1.755 billion is requested for the drug abuse budget in FY 2002, an increase of
$99.6 million over 2001.  The increase includes: $40.0 million for treatment Programs of
Regional and National Significance; $42.6 million, from the Substance Abuse Prevent ion and
Treatment Block Grant; and $29.0 million from DHHS 1% evaluation resources for data
collection, which is partially offset by elimination of the $12.0 million in Program
Management funding that had been earmarked for the National Household Survey on Drug
Abuse (NHSDA) in 2001.

Goal 1: Educate and enable America’s youth to reject illegal drugs as well as alcohol and tobacco.

CSAP proposes the following program expansions/new efforts in support of  Goal 1 in FY 2002:

• Community Initiated Program ($5 million).   CSAP intends to award an additional 20 new
community initiated grants in FY 2002.

• CSAP will also continue to support prevention interventions in early childhood through its
Strengthening Early Interventions by Integrating Behavioral Health Services program ($2.5
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million), an extension of its successful Starting Early/Starting Smart (SESS) program.  The
SESS program is a unique public/private collaboration to test the effectiveness of integrated
mental health and substance abuse prevention and treatment services for children up to seven
years old and their parents and caregivers.  Early results show positive trends in physical
health, behavior, and social and emotional functioning, as well as improved collaboration
across private and public agencies.  The Strengthening Early Interventions will expand and
integrate the most promising and successful SESS strategies and methods in new venues such
as Early Head Start and faith-based early childhood programs.  This effort builds on recent
compelling brain research identifying the early years of life as a critical time for growth and
development.

•
• State Incentive Grants ($10 million): CSAP intends to award an additional 3 SIG grants in

FY 2002, for a total of 40 states having received support.

• Minority Substance Abuse and HIV Prevention ($13million): CSAP will continue to support
grants to address the problems of substance abuse and HIV in minority communities.
Organizations which received planning grants to develop their community infrastructure in
FY 2001 will be eligible for grants to provide integrated substance abuse and HIV prevention
services.

• National Data Collection ($29.0 million), supports the evaluation of what works for whom;
examining what makes quality care; and determining whether needs and services are good fit.
Overall, SAMHSA through its data analysis and information gathering programs is
identifying trends and ways to respond to them in a proactive manner, and measuring the
performance of federal, state, and local services efforts. 

Goal 3: Reduce health and social costs to the public of illegal drug use.

CSAT proposes the following program expansions/new efforts in support of  Goal 3 in FY 2002:

• Programs of Regional and National Significance ($40.0 million): This increase is  requested
to fund approximately 54 new discretionary grants, providing treatment services proven to
be effective in reducing abuse for approximately 12,000 persons.  Resources will be focused
on high-risk populat ions and high-need communities.  These funds will support a variety of
targeted capacity expansion programs, as follows:

–  A treatment services project for teens and young adults, providing both residential and
outpatient treatment ($14.0 million);

–  Expanded treatment capacity to support adult and juvenile justice and family Drug Courts
($10.0 million);

–  Re-Entry Programs for adolescents returning from detent ion facilities to the community
($6.0 million);  

–  Treatment programs for the homeless ($4.0 million); and 
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–  Targeted capacity expansion programs for the general population ($6.0 million).

–  The total PRNS discretionary funding program in FY 2002, including the new efforts
described above, will total $296.1 million and will be comprised  of approximately 526 grants
serving an estimated 95,000 persons. 

• The SAPT Block Grant will be increased by $60.0 million, of which $42.6 million will be
dedicated to treatment of drug abuse, including alcohol-related drug use (co-morbid use) and
use of alcohol by underage persons.  States have the opportunity to direct resources to the
particular substance abuse problems and geographic regions of greatest need, and to a variety
of community-based organizations.  We estimate that the tot al number of persons served
through SAPT Block Grant funded programs in 2002 will exceed 342,000.

V. PROGRAM  ACCOMPLISHMENTS

National Treatment Plan  (NTP).  One of CSAT’s major accomplishments in 2000 was the roll-out
of the NTP, a project that builds on recent advances in the field, to bring together the best ideas about
improving treatment, and to identify action recommendations that could translate ideas into practice.
The NTP combines the recommendations of five Expert Panels, with input from six public hearings
and solicitat ion of exper ience and ideas through written and online comments, into a five-point
strategy:  (1) Invest for Results; (2) No Wrong Door to Treatment; (3) Commit to Quality; (4)
Change Attitudes; and (5) Build Partnerships.  The recommendations represent the collective vision
of the participants in the NTP “conversation” over the past year.  The goal of these recommendations
is to ensure that an individual needing treatment—regardless of the door or system through which
he or she enters—will be identified and assessed and will receive treatment either directly or through
appropriate referral.  Systems must make every door the right door.

The NTP was officially released to the Nation during a two-day event in late November, 2000.  A
constituency briefing was held on November 27, during which CSAT leadership, along with the
Chairs of each of the five NTP panels briefed an eager audience on the details of the
recommendations of the NTP.  The following day, a news conference was held at the National Press
Club, to officially roll out the National Treatment Plan to the Nation.  The newly appointed Execut ive
Director of the National Association of State Alcohol and Drug Abuse Directors (NASADAD), Dr.
Lewis Gallant, pledged the full support of NASADAD in the implementation of all the NTP
recommendations.  Personal experiences and words of support for the NTP were heard from William
Cope Moyers, President, Johnson Institute Foundation; a young man in recovery who testified at  the
Washington, DC, Public Hearing; and the mother of an adolescent substance abuser who testified at
the Hartford, CT, Public Hearing.  The NTP events were both well attended and well received.
Additional information on the NTP can be found at   www.natxplan.org/. 

Satellite Downlink Tele-conference for Recovery Month 2000.  Throughout September,  2000, CSAT
and its partners sponsored Recovery Month 2000, the theme of which  was “Recovering Our Future:
One Youth At A Time.”  As part of the monthly activities, on September 14, 2000, a satellite
downlink hosted by the Community Anti-Drug Coalitions of America (CADCA), with support from
the Multi-jurisdictional Counterdrug Task Force Training Program, was viewed in 252 sites.
Downlink sites were located in 44 States with 2 additional sites in Canada and 1 each in the District
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of Columbia and Bermuda.  Approximately 37 public access stations carried the downlink with an
estimated audience of 1,831,700 households.  This topic was clearly of interest to organizations that
serve youth.  The 1,044 schools and 28 school districts tuning in received crit ical information that will
help them to better serve youth in their communities.

Cannabis Youth Treatment (CYT).   Findings from this CSAT cooperative agreement program were
released in November, 2000.   Leading academic researchers and community based treatment
providers participated in this project, which involved the manualization of five existing and promising
approaches to outpatient treatment for marijuana using adolescents.  Six hundred adolescents and
their families were recruited from four sites (two major medical centers and two major community
based providers) and then randomly assigned to one of five types of treatment varying in theoretical
orientation, mode of delivery, duration, and degree of involving families.

It was noted that all five treatments studied were significantly better then evaluations of existing
practice.  Prior to the CYT Study, 80% of adolescents treated in outpatient settings had
post-treatment outcomes ranging from decreasing use by 15% to increasing use by 10%.  The CYT
Study reported decreasing use an average of 31% between the three months before and after
treatment.  While there were some small significant differences by condition (e.g., the most expensive
and/or extensive treatment did better), these varied by site, time and outcome and paled in
comparison to the improvement of all five over existing practice.  The average weekly economic costs
of the five types of outpatient t reatment ranged from $105 to $244 per adolescent.  Findings from
the project are posted at www.chestnut.org/li/CYT and copies of the five treatment manuals will be
available from CSAT at www.samhsa.gov/centers/CSAT in spring/summer 2001.

National Expenditures For Mental Health and Substance Abuse Treatment,  1997.    On  July 17,
2000, SAMHSA held a press conference at which the new estimates of national expenditures for
substance abuse and mental health treatment were released. Overall, national expenditures for
treatment of mental illness and abuse of alcohol and illicit  drugs totaled $82.2 billion in 1997. Of this
total, eighty-six percent ($70.8 billion) was for treatment of mental illness, and fourteen percent
($11.4 billion) was for treatment of alcohol and drug abuse. This health care spending report, co-
funded by CSAT and the Center for Mental Health Services (CMHS), has been extremely
well-received and the data are being used throughout  the mental health and substance abuse treatment
provider communities, as well as by many individuals in the general health care field.  Additional
analyses are now being conducted for children vs. adults vs.  elderly to learn more about how
treatment expenditures are divided among these groups.  This information is planned for inclusion in
updates to the study.  More information about can be found at www.samhsa.gov.news/.

Rulemaking on Opioid Agonist (Methadone/LAAM) Treatment.  On January 17, 2001, new federal
regulat ions were issued to improve the quality and oversight of substance abuse treatment programs
that use methadone and other medication to treat heroin and similar addictions.  The regulat ions
create a new accreditation program to be managed by CSAT and replace a 30-year-old inspection
program conducted by the Food and Drug Administration (FDA).  The new program mirrors the
recommendations that have been made over the last decade by several groups, such as the Institute
of Medicine, the General Accounting Office, and the National Institutes of Health.  Under the rule,
substance abuse treatment programs using methadone or Levo-Alpha-Acetyl-Methadol (LAAM)
would be accredited by non-federal agencies in accordance with standards for methadone treatment
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programs that have been developed by CSAT in concert with the Commission on Accreditation of
Rehabilitation Facilities (CARF) and the Joint Commission on Accreditation of  Healthcare
Organizations (JCAHO).  The standards are  state-of-the-art, are based on best practice guidelines
developed by CSAT over the past 10 years, and emphasize improving the quality of care, such as
individualized treatment planning, increased medical supervision, and assessment of patient outcomes.

Accreditation has been proven over the years to produce effective outcomes and is a widely adopted
external quality assessment system used by the federal government, states, managed care firms,
insurers, and others to ensure accountability for quality treatment.   Accreditation should give
assurances to communities that the highest quality medicine is being pract iced.  The new regulations
strike a balance between patient benefits and community concerns, and reflect the consideration of
approximately 200 comments submitted in response to the proposed rule which was published in July,
1999.  When the regulations take final effect, the existing FDA regulations will be rescinded;
however, regulations of the Drug Enforcement Administrat ion (DEA) regarding diversion of
methadone will remain in place.  The final rule includes a “transit ion plan” that  allows existing
treatment programs approximately 2 years to achieve accreditation under the new system. 

CSAP’s High Risk Youth Cross-Site Evaluation yielded significant findings about the effectiveness
of various substance abuse prevention interventions, including:

• Youth who had already started using cigarettes, alcohol, and marijuana reduced their use after
entering the program;

• Substance abuse outcomes were more positive for males than for females at the program’s
end, but positive outcomes emerged later and lasted longer for females;

• More than two thirds of the programs reduced substance abuse and/or strengthened  factors
shown to protect against use; and,

• Life skills training was more effective than education about drugs and alcohol.
CSAP is disseminating these results, which are expected to shape future prevention efforts
at the federal, state, and local levels.

Youth Drug Use Decreases- SAMHSA’s recently-expanded National Household Survey on Drug
Abuse found that illicit drug use has declined among youth, ages 12-17, in the period 1998-99.  The
trends are consistent with the findings of the annual Federal Monitoring the Future Study as well as
other studies.  Rates of first use are an important predictor of future rates of drug use, and the
numbers for adolescents are pointing in the right direction. For the first time since the late 1980's, a
statist ically significant decline has been reported in the rate of young people, ages 12-17 who report
trying marijuana for the first time.  After years of increases, the rate of first use for cocaine, inhalants,
hallucinogens, and heroin is level or dropping.

Estimates of Number of Persons Needing and Receiving Treatment for Drug Abuse Problems

NHSDA 1991-98

Number of Persons (in 1,000's)
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1991 1992 1993 1994 1995 1996 1997 1998

Total Drug Abuse 
   Treatment Need 8,991 8,599 8,067 8,329 8,906 9,383 9,474 8,993

Level 1 Treatment Need *

Persons with Less Severe
   Problems Needing
   Treatment 3,843 3,881 3,326 3,719 4,260 4,080 3,748 3,962

Level 2 Treatment Need *

Persons with Severe
   Problems Needing
   Treatment 5,148 4,718 4,741 4,610 4,646 5,303 5,726 5,031

Persons Receiving                
 Treatment 1,649 1,814 1,848 1,984 2,121 1,973 2,137 2,137

Percent of Level 2                
  Treated

32% 38% 39% 43% 46% 37% 37% 43%

Percent of Level 2 Not
   Treated 68% 62% 61% 57% 54% 63% 63% 57%

Treatment Gap 3,499 2,904 2,893 2,626 2,525 3,330 3,589 2,894

* The need for treatment varies according to the severity of the problem.  To reflect these differences, HHS divided

those needing treatment into two categories, termed Level 1 and Level 2, based on intensity of drug use, symptoms,

and consequences.  The more severe category of need is Level 2, meaning the severity of symptoms make these

users prime candidates for treatment.  Level 2 users correspond to chronic, hardcore users discussed in the

Nationa l Drug Control Stra tegy.

Note: Estimates for 1991-98 are ratio-adjusted to partially account for underestimation due to underreporting

and undercoverage in the NHSDA .  Estimates for 1991-93 are also adjusted for trend consistency, to

account for the change in the NHSDA qu estionnaire in 1994.   Adjustment factors  for trend consistency

were 1 .19020 for total trea tment need and 1.21125 for Level 2 treatment need.

Due to improvements in coverage in the Uniform Facil ity Data  Set (UFD S) in 1998, UFDS counts of

clients in treatment are not comparable  to earlier counts.  Therefore, the 1997 estimate of number treated

was used to estimate treatment gap in 1998.  This methodology is currently being reviewed by an

interagency working group.  Treatment need is to be defined based on estimating those diagnosed with

drug abuse or dependence according to DSM-IV criteria.

Source: Office of Applied Studies, SAMHSA.  Unpublished data  from the Nationa l Household Survey on Drug

Abuse and Uniform Facility Data Set  (1991-1998).
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* FY 2002 factored cost for $8 million in adolescent residential treatment is $6,960 per person.
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Substance Abuse and Mental Health Services Administration 
 HIV/AIDS Related Activities

Overview

Reports on cumulative adult AIDS cases through June 2000 indicate that 36 percent of  new HIV
cases are directly or indirectly related to injecting drug use and 50% are related to overall substance
abuse.  This underscores the urgency in addressing the dual epidemics of substance abuse and
HIV/AIDS.  Current estimates suggest that there are 13 million to 16  million substance abusers in
this country.  The National Institute on Drug Abuse estimates that there are approximately 1.5 million
injecting drug users, many of whom are multiple drug users.  In addition, the sexual partner(s) and
unborn children of inject ing drug users are at great risk of exposure to HIV infection. Of newly
diagnosed adult/adolescent cases of AIDS between July 1999 and June 2000, 29% were directly
attributable to injection drug use (IDU).  However, among minority men the percentage of IDU
related AIDS cases was 32% while among minority women the percentage of IDU- related AIDS
cases was 35%. 

The epidemiology of HIV/AIDS in communities of color continues to be a severe and a ongoing crisis
that remains virtually unchecked, especially among African Americans and Hispanics.  The burden
of HIV/AIDS on racial and ethnic minorities is exacerbated by drug use and remains an ongoing crisis
that requires both immediate measures and a long term sustained commitment to overcome.
According to the Centers for Disease Control and Prevention (CDC), AIDS is now the leading cause
of death among African Americans, ages 25 to 44.  Racial and ethnic minorities together account for
more than 54% of the total AIDS cases reported since the beginning of the epidemic.  Latinos
account for 18% of the total AIDS cases.  

The number of cases of HIV among the substance abusing populations is quite evident -- injection
drug use accounts for approximately 57 percent of the reported AIDS cases among women; 52
percent of the reported pediatric AIDS cases; and 31 percent of  the total male AIDS cases.
However, these figures understate the overall impact of the use of “mood-altering substances”
because of the large number of AIDS cases related to alcohol and other non-injection drug use
(including crack cocaine use).  The use of mood-altering substances, and mental illness, both
independently and in combination greatly increases an individual’s likelihood of engaging in unsafe
sex practices, including having multiple sex partners that can lead to the transmission of  HIV.

The impact of HIV on the mental health status of persons living with HIV/AIDS is  of critical concern
to SAMHSA.  To date, more than 711,000 AIDS cases have been reported in the United  States, and
current CDC estimates suggest that there are 600,000 to  900,000 people infected with the virus.  An
additional 40,000 new HIV infections occur every year. The current public mental health system in
this country does not have the capacity to meet all the mental health needs of those infected with the
HIV;  much less those affected by HIV and AIDS.  It is important that services addressing the needs
of this population be enhanced. 

Since its inception in 1992, SAMHSA has supported HIV/AIDS-related activities through its Centers.
SAMHSA’s Center for Mental Health Services (CMHS) has supported a portfolio of projects,
designed to educate and train traditional and non-traditional mental health care providers to address
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the mental health needs of HIV/AIDS infected persons and those at risk for HIV infection.  More
than 150,000 mental health care providers have received specialized training supported by the CMHS
program.

SAMHSA’s Center for Substance Abuse Treatment (CSAT) has supported HIV/AIDS-related
activities through demonstration programs and the Substance Abuse Prevent ion and Treatment
(SAPT) Block Grant.   States whose AIDS case rate is 10 or more per 100,000 population are
required to expend 2-5 percent of the Block Grant to establish one or more projects to make available
HIV/AIDS early intervention services at substance abuse treatment sites.   In FY 2000,  the HIV
set-aside amounted to approximately $54.2 million.  In addition, SAMHSA’s Center for Substance
Abuse Prevention (CSAP) has supported HIV prevent ion activities targeting high risk adolescents
through its High Risk Youth Program. 

SAMHSA has been increasingly involved in addressing the interconnected epidemics of substance
abuse and HIV/AIDS.  In August 1996, SAMHSA along with other Federal agencies and national
organizations co-sponsored a forum to bring substance abuse and HIV/AIDS policy makers, and
service providers together to improve collaboration and integration of substance abuse and HIV
prevent ion.  In addition, SAMHSA’s Office on AIDS convened a group of experts from the field to
assist in the development of effective plans to ensure that substance abuse prevention and treatment,
and mental health are fully integrated with HIV/AIDS prevention strategies.  The Group also
recommends Knowledge Development and Application (KDA) study questions in the area of
HIV/AIDS as it relates to substance abuse prevention and treatment, and mental health.   In 1997,
SAMHSA  co-sponsored nat ional organizations HIV/AIDS conferences, i.e., the Lat ino Lesbian and
Gay Organization (LLEGO), the United States Conference on AIDS, and Men Who Have Sex with
Men Conference.  SAMHSA’s participation in these most  significant conferences will not only
improve collaboration efforts, but also encourage information sharing and data gathering and linkages
for SAMHSA’s activities and development of a strategic plan for HIV/AIDS. 

In 1998, SAMHSA supported a project of the National Association of State and Territorial AIDS
Directors (NASTAD) in collecting data on how the states are collaborating around issues relating to
HIV/AIDS and substance abuse.  Because the majority of the AIDS cases among African American
women and children are directly or indirectly attributable to alcohol and other drug use, SAMHSA
has also  supported  the National Minority AIDS Council (NMAC) in gathering data to assist
SAMHSA policy and program staff in developing future strategies to address the special needs of
women with HIV/AIDS. 

SAMHSA has played a major role in the development of the HHS response to the Congressional
Black Caucus (CBC).  SAMHSA staff have participated in all facets of the CBC activities. These
processes have built stronger linkages and collaboration among SAMHSA and  include HRSA, CDC,
NIH, and the Office of Minority Health.

In FYs 1999 and 2000, SAMHSA was provided $22 million and $48 million respectively for the
comprehensive substance treatment and prevention programs for certain minority populations at risk
for HIV or living with HIV/AIDS.  These include substance abusing African American and Hispanic
men (including men who have sex with men), women, and young people. The Center for Substance
Abuse Treatment and the Center for Substance Abuse Prevention were designated to administer the
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CBC funded activities.  In FY 2001, SAMHSA was provided $92.1 million for the Congressional
Black Caucus HIV/AIDS activities for minorities.  Of this amount $7 million was for CMHS, $32.1
million for CSAP, and $53 million for CSAT. 

SAMHSA continues to be committed to developing and implementing a response that both maximizes
the effectiveness of existing programs to serve racial and ethnic minority communities confronting
HIV/AIDS and substance abuse and mental disorders, and developing new and innovative strategies
that target assistance to address specific needs. With more cases attributable to injecting drug use
among African Americans, efforts to stop HIV transmission must include substance abuse prevention
and treatment programs and mental health support services as part of the array of strategies being
offered.

Mental Health Services

The Mental Health Services Demonstration Program was a collaborative effort of SAMHSA,
CMHS, HRSA, and NIH.  It was the first Federal effort to develop models of delivery of mental
health services to people living with and/or affected by HIV/AIDS.  This program has shed new light
on how to develop services and develop systems of care.  Findings from the program indicated that
early intervention with mental health services can improve adherence to medical and other treatments.
Mental health treatment services and HIV education play an important role in prevent ing children and
adolescents whose parents have HIV or AIDS from acquiring the virus themselves. 

The HIV/AIDS High-Risk Behavior Prevention/Intervention Model for Young Adults/Adolescents
and Women Program is a collaborative venture aimed at br inging AIDS prevention into the
community.  Project SHIELD also represents an opportunity to move the field of HIV prevention
research forward along the two parallel continuums of innovat ive intervention design and rigorous
evaluation.  The multisite nature of this HIV prevention trial has the potential to test the efficacy of
two similar brief behavioral interventions and generalize the study results to more than one study
population.  In essence, the quest ion posed by Project SHIELD is: can the principles underlying
effective HIV prevention interventions be applied in brief formats to real world clients and still be
effective in reducing HIV risk behaviors?  Although the HIV prevention field has traditionally relied
on self reports of risk behaviors as the primary outcome, Project SHIELD will not only measure
participants’ self reported behavior change, which may be biased, but will actually measure reductions
in diseases; diseases such as common STDs that are associated with considerable adverse sequelae
and may facilitate HIV transmission.  Results from this program are expected within the next eighteen
months.

The HIV/AIDS Mental Health Care Provider Education Program completed its final year of funding
in FY 1998. The program was created to evaluate the dissemination of knowledge on (1) the
psychological and neuropsychiatric sequelae of HIV/AIDS, and (2) the ethical issues in providing
services to people with HIV/AIDS, and (3) the relative effectiveness of different education
approaches.  Training approaches are incorporat ing the most current research-based informat ion and
allow easy modifications to reflect changes in the medical regimen for treatment of AIDS.

The HIV/AIDS Treatment Adherence/Health Outcome and Costs Study reflects the collaboration of
six Federal entities—the Center for Mental Health Services, which has lead administrative
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responsibility; the Center for Substance Abuse Treatment; the HIV/AIDS Bureau in the HRSA; and
the National Institute of Mental Health, the National Institute on Alcohol Abuse and  Alcoholism, and
the National Institute on Drug Abuse, all components of NIH.  It is the first-ever Federal initiative
designed to study integrated mental health, substance use, and primary medical HIV treatment
interventions and to determine if an integrated approach to care improves treatment adherence,
produces better health outcomes, and reduces the overall costs associated with HIV treatment.  

In FY 2001, Congress  appropriated $7 million to CMHS as part of the Congressional Black Caucus’
programs  for HIV/AIDS for the treatment of mental health disorders related to HIV disease
including:  dementia, clinical depression and the chronic, progressive neurological disabilities that
often accompany HIV disease.  These direct services grants will be awarded to community-based
providers that operate in traditional and non-traditional settings.  In addition to the direct service
grants there is an additional $2.5 million training component that targets both traditional and
nontraditional mental health care providers, and will target primarily the needs of people of color.
This $2.5 million came from the Department’s Supplemental Emergency Fund

Substance Abuse Prevention

SAMHSA’s Substance Abuse Prevention and HIV Prevent ion program began in 1995. CSAP
supplemented twenty of its High Risk Youth grantees to integrate HIV prevention strategies with
substance abuse prevention strategies.  In 1996, a task force was formed with the Director of
CSAP/SAMHSA and Director of Center for HIV, STD & TB/CDC, as co - chairs. This task force
convened a historic meeting, the Tampa Forum, with specific recommendations sanct ioned by the
Administrators of HRSA, SAMHSA and the CDC.  The 1999 CBC appropriation included resources
for a grant program in CSAP to address the integration of substance abuse prevention and HIV
prevention in African American youth, youth of color, women of color and their children. 

The Substance Abuse Prevention and HIV Prevention Program for Youth and Women of Color was
developed to integrate evidence-based substance abuse prevention strategies with evidence-based
HIV prevention strategies for a comprehensive approach. This Targeted Capacity Expansion (TCE)
Grant Program was first funded in FY 1999 with $8.5 million from SAMHSA and $5 million from
the Secretary’s Emergency Fund.   Its purpose is to integrate substance abuse prevention and HIV
prevention services at the local level and to increase community capacity to provide prevention
services to populations disproportionately impacted by HIV disease. Grantees included CBOs,
historically Black colleges and universities, Hispanic colleges and universities, faith entities, and other
coalitions and/or partnerships.   

SAMHSA plans to expand the
dissemination of evidence-based
models in the Substance Abuse
Prevention and HIV Prevention
Program (SAP & HIVP) through
CSAP’s Decision Support System.
This on-line database contains
numerous science-based models for
unique & specific populations.

Effective Community-Based Prevention

T Program-Specific Technical Assistance
T Institutional Mentoring
T Faith-Based and Community-Based Programs
T Diversified Funding Streams
T Cross-Trained Health Professionals
T Competence in Community Development Strategies
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SAMHSA will also continue to provide resources to current SAP & HIVP grantees to strengthen
their infrastructure and increase the capacity of additional communities of color to provide competent
prevent ion, early intervention, referral and treatment services.  The program will enable grantees to
train healthcare professionals and clergy to deliver culturally acceptable, family-centered, community
based, comprehensive health care services.  Finally, to help grantees plan for sustaining these efforts
after SAMHSA funding ends, efforts will continue to link this program and its grantees to other
federal partners (HRSA, CDC, OMH, etc.).

CSAP’s 2001 strategy incorporates lessons learned and targets communities with high sero
prevalence and a dearth of prevention services.  CSAP’s second cohort of grants and resources target
Substance Abuse Prevention and HIV Prevention services expansion by 1) planning grants to develop
the infrastructure necessary to address the reduction of new cases of substance abuse related HIV
infection; 2) continuing our core program which integrates substance abuse prevention and HIV
prevention and a special new program for faith-based organizations to expand their youth service
delivery in collaboration with youth serving organizations; and 3) expanding our core program to
integrate primary health care services with substance abuse and HIV prevention services. These
programs and activities will outreach to and serve approximately 500,000 persons, nationwide
through a total of 114 grants funded by CSAP.

CSAP’s 2002 activities  uses established CSAP programs, models, and networks to expand integrated
HIV prevent ion/substance abuse prevention services in high risk communities.  A two-phase $13
million effort will concentrate on institutionalizing integrated substance abuse and HIV prevention
services through the established prevention infrastructure of SIGs and CAPTs to further target those
communities with high sero prevalence and minimal prevention services.  Emphasis will be placed on
training community residents to provide intensive outreach services to these very hard-to-reach
populations.  The second component will address the training needs of health professionals in
integrating substance abuse and HIV prevention.  This is a critical need in the comprehensive strategy
aimed at the health emergency in communities of color, especially in light of the Administration’s plan
to increase the number of community health centers in these underserved communities.

Substance Abuse Treatment

In FY 1999, as part of the CBC activities CSAT received  $16 million to address the crisis that exists
of HIV/AIDS in the Black Community as highlighted by members of the Congressional Black Caucus
(CBC).  In response to this issue and the increasing number AIDS case rate among racial and ethnic
minority populations, CSAT awarded 36 Targeted Capacity Expansion/HIV grants to  community-
based organizations  to augment, expand and enhance substance abuse treatment services, HIV/AIDS
and infectious disease services.  In addition, CSAT also funded 25 HIV Outreach Projects that were
designed to target hard-to-reach, high-risk substance abusers with prevention and behavioral risk
information and to facilitate their ear ly entry into substance abuse treatment.   These grants were
restricted to metropolitan areas with AIDS case rates of 20 per 100,000 or higher and States with
AIDS case rates of 10 or more per 100,000 (as reported in the CDC’s HIV/AIDS Surveillance
Report).  These funds were earmarked for comprehensive substance abuse treatment programs for
substance abusing African American and Hispanic populations at risk of contracting HIV, including
women and their children and men who have sex with men.
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CSAT continued the agenda set by the Congressional Black Caucus in FY 1999 which was expanded
with the FY 2000 appropriation.  Further expansion of the HIV/AIDS activities in African American,
Hispanic and other ethnic/racial minority communities is planned in FY 2001 for a total of $53
million.  Approximately 12-15 new Targeted Capacity Expansion/HIV grants will be awarded.  These
new grants will  further expand efforts begun by the Congressional Black Caucus in FY 1999,
focusing on enhanced and expanded substance abuse treatment services related to HIV/AIDS in
African-American, Hispanic and other racial/ethnic minority communities.  CSAT will continue this
program in FY 2002.  

Significant performance has been achieved to date with the Targeted Capacity Expansion/HIV grants;
approximately 4,301 clients/projects have been served. Preliminary data from the 25 Outreach Grants
awarded in year one (FY 2000) indicates that 112,933 clients were reached through face-to-face and
group contacts; 5,185 clients received an HIV test; and 2,697 clients were referred to treatment. 

Substance Abuse Prevention and Treatment (SAPT) Block Grant HIV/AIDS Activities

Current law requires that 2% - 5% of the block grant allocation must be spent on HIV/AIDS-related
substance abuse programs in States with an AIDS case rate of 10 per 100,000 population.  This
provides an estimated $55.9 million from the total Block Grant funding for FY 2001 and $57.9
million in FY 2002.

HIV/AIDS activities supported with the Secretary’s Departmental Management Funds

• SAMHSA will provide $2.5 million to add a training component to CMHS’ CBC-related
direct service grants.  Funding will be provided to community-based organizations to
develop model educational approaches to train mental health care providers in substance
abuse and HIV care.

• SAMHSA will also provide $4.0 million to develop a new faith-based effort focused on
youth in CSAP.  The effort will develop leadership roles and will mobilize and build
capacity in minority churches and communities.

• SAMHSA will award $5.0 million to extend CSAT’s Targeted Capacity Expansion program
to support community-based HIV/AIDS treatment services targeted to at-risk African
American, Hispanic/Latino, and other racial/ethnic minority communities. 
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NATIONAL DATA COLLECTION

Authorizing Legislation: Section 505 of the Public Health Service Act

        

2001 Increase Increase
2000 2001 Current or 2002 or  

  Actual   Appropriation  Estimate  Decrease  Estimate  Decrease
            
Natl Data Coll . . . . . . . . . . --- --- --- --- $29,000,000 +$29,000,000

2002 Authorization . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Indefinite

Purpose and Method of Operation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

The availability of incidence and prevalence data on substance abuse is crucial to efforts to reduce
the Nation’s drug problems, and SAMHSA is the primary source of this information.  Three projects
provide the basic information on the nature and extent of substance abuse in America and the
consequences of Federal, State, and local policies and programs to  prevent and t reat this problem.
 
In FY 2002 these projects, managed by the SAMHSA Office of Applied Studies, - the National
Household Survey on Drug Abuse (NHSDA), the Drug Abuse Warning System(DAWN) , and the
Drug and Alcohol Services Information System(DASIS) - will be supported with funds from the 5%
set-aside of the Substance Abuse Prevention and Treatment Performance Partnership (authorized by
Section 1935 of the PHS Act) and the 1% evaluation set-aside (authorized by Section 238j. of the
PHS Act).

In FY 2002 appropriation language has been added to SAMHSA to transfer $29.0 million from 1%
evaluation resources available to the Department under the Authority of Section 241 of the Public
Health Service Act.  These resources will be used to augment resources provided by the block grant
set aside.

The National Household Survey on Drug Abuse (NHSDA) is the principal source of statistical
information on the use of legal and illegal drugs by the civilian, non-institutionalized  population.  The
current survey has a sample of 70,000 persons 12 years and older who are interviewed in their
residence.  The sample has been designed to provide both national and State estimates on the
prevalence and incidence of substance abuse; treatment sought or received for substance abuse
problems; and the behavior, personal characteristics, and attitudes of those who use substances. 

In recent years the questionnaire has been modified to collect information on tobacco use, mental
health status of adults, the market for marijuana, and the source and cost of mental health and
substance abuse treatment.  Included, as well, is a validity study using chemical tests to show the
proportion of respondents who give truthful answers to drug use questions.
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DAWN is an important source of national and local data on substance abuse.  The data are obtained
from medical records of visits to hospital emergency departments (EDs) and from reports of drug-
related deaths provided by medical examiners.  DAWN contains information on the demographic
characteristics of substance abusers and the specific drugs involved in each drug-related ED visit or
death.  The detailed data acquired on specific drugs are not duplicated in any other data system.

DAWN data are used for many purposes: (1) monitoring trends in major substances of abuse such
as heroin, cocaine and marijuana; (2) identifying the emergence of new drugs of abuse such as Ecstasy
and methamphetamine; (3) identifying the abuse potential of prescription or over-the-counter drugs
to assist in scheduling and labeling decisions; and (4) observing changing patterns of drug abuse in
local communities.

DASIS is the only source of national data on substance abuse t reatment services and the
characteristics of individuals admitted for treatment.  The project  is based on three data sets: (1)The
Inventory of Substance Abuse Treatment Services (I-SATS) lists all substance abuse treatment
providers known to SAMHSA;  (2) the National Survey of Substance Abuse Treatment Services (N-
SSATS) collects information from all providers listed in  I-SATS on facility characteristics, services
offered, and number of clients in treatment; and (3) the Treatment Episode Data Set (TEDS) contains
client-level information, including demographics and drug history, on admissions to  treatment
facilities that receive public funds.  N-SSATS provides the basis for the on-line Substance Abuse
Treatment Facility Locator (http://findtreatment.samhsa.gov).  Individuals seeking treatment can find
facilities in their area with services consistent with their particular needs. 

Rationale for the Budget Request . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

1.  National Household Survey on Drug Abuse (NHSDA) (+$7.5M)

Two new components are proposed for FY 2002:

A. Longitudinal Survey of Youth: ($6.5M)   The NHSDA has been invaluable in providing a picture
of drug use in this country, but cross-sectional data can suggest but not conclusively define the
factors associated with the development of substance abuse problems and the evolution of the disease.
Longitudinal data  could provide this information and a basis for developing more effective prevention
strategies.
 
To obtain longitudinal data, a sample of 6000 youth, possibly as young as 9 years of age, will be
identified during the regular NHSDA interviews and will be interviewed each year until they reach
age 25.   Additional panels will be added to increase the samples for each age cohort.  The NHSDA
provides an efficient way to approach this issue and would make it possible to target characteristics
of interest,  such as income, race and ethnicity.

B. Special NHSDA Survey of the Elderly: ($1.0M)The NHSDA will also be used to examine the
problem of substance abuse in older populations.  Under SAMHSA’s authorizing legislation, the
Agency must promote and evaluate substance abuse service requirements for an aging population.
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Substance abuse in this group is a poorly understood problem, but conservative estimates suggest it
will become a serious problem in the future. By the year 2020, when nearly 80 million baby boomers
will be age 65 or older, as many as 5 million of this group could be in serious need of treatment for
substance abuse. 

The NHSDA provides an efficient way to  study this problem.  The survey now screens roughly
30,000 households with at least one resident over age of 65.  Beginning in January, 2003 the sample
will be modified by adding 2000 respondents to the approximately 4400 currently in the survey who
are 55 years and older.  A special module will be developed to examine the nature of abuse in this
population.

2.  Drug Abuse Warning System(DAWN) (+$6.2M)

Although there have been vast changes in the health care delivery system, DAWN  has changed little
since it was initiated by the Drug Enforcement Administration (DEA) in 1972.  To make DAWN a
more effective source of information, SAMHSA plans to make dramatic changes in DAWN’s design
beginning in FY 2002:

A. Expand the Sample of Emergency Departments to reflect 45 Metropolitan Areas:  DAWN is best
at supplying information at the local level, but the 21 metropolitan areas covered by DAWN have
remained the same despite changes in the Nation’s populat ion.  Expanding the metropolitan base and
incorporat ing suburban as well as urban hospitals will substantially increase information available at
both the national and the local level and assist ONDCP and the DEA in allocating resources for
interdiction and diversion control.

B. Establish a Sentinel Hospital System for Early Reporting:  This approach will make the “warning”
in DAWN’s name a reality.  To implement this strategy, a group of hospitals will be added to the
sample that can provide leading indicators of emerging drug problems.  These hospitals will obtain
and transmit information on changes in the substance abuse problem in communities on a real time
basis.

C. Change the Criteria for Identifying a DAWN Case: The inclusion of adverse drug reactions from
prescription and over-the-counter drugs taken as directed, for example,  will help DAWN better meet
the needs of the FDA.

D. Convert from Paper to Electronic Forms:  One of the major changes in DAWN will be a
conversion from paper to electronic forms.  This approach will reduce the burden on hospitals,
improve data quality, and substantially increase the timeliness and, therefore, the utility of DAWN
data for the local  communities.

3.  Drug and Alcohol Services Information System (DASIS) (+$3.3M) 

To address two major problems, the following additions will be made to the DASIS project:



171

A. Survey of Treatment Services in Correctional Facilities:  The absence of information on substance
abuse treatment programs in prisons, jails and juvenile correctional facilities has been a serious
problem.  In 1997, SAMHSA at the request of the Office of National Drug Control Policy(ONDCP)
conducted a special survey of treatment services within correctional facilities.  That survey identified
2,700 correctional facilities providing on-site substance abuse treatment to a total of 173,000 inmates.
Jails and prisons  have become a major source of treatment and an important component of any
demand reduction strategy. 

The new survey will be a biennial addition to – SSATS.  Because incarcerated substance abusers may
have severe levels of dependence requiring intensive interventions, this survey will include questions
that explore intensity of treatment and completion rates.  Combining this survey with the on-going
N-SSATS, will provide a cost  efficient way to obtain information from correctional facilities and
facilitate comparisons with general outpatient care. 

B. Include a special, periodic survey on the costs of providing treatment.  Collecting information on
the costs of substance abuse treatment as a routine part of  the N-SSATS is not effective.  To deal
with this problem, DASIS will include a special survey based on a stratified sub-sample of  treatment
facilities.  This special survey will be focused and directed to facility respondents more likely to be
familiar with the financial aspects of treatment.  Improved data in this area are essential since
treatment costs are used for estimating the treatment gap, deciding how to allocate resources, and
evaluating the cost effectiveness of treatment programs and activities.


